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Preface 


We are happy to present the report on “Health Inequities in Maharashtra’. This is the first in the series to be 
published under the project ‘Maharashtra Health Equity and Rights Watch’. This study project was 
undertaken by SATHI and CEHAT to make a small contribution in this emerging field of study of health 
inequities in India, and with the objective of strengthening advocacy on health rights, in which SATHI has 
been involved with other organizations, in the People’s Health Movement in India. This report attempts to 
highlight the socioeconomic inequities, inequities in health status and in access to healthcare amongst 
various groups based on caste, class, gender and geographic location. It makes use of state level secondary 
data from various community-based surveys such as National Family Health Survey, National Sample 
Survey, RCH facility survey, and some of the micro-studies on healthcare access. The subsequent reports 
will be based on the primary data collected during this study. 


This study project was conceptualised by Abhay Shukla and Ravi Duggal. SATHI’s work under this project 
is being executed under Abhay Shukla’s guidance by a team led by Nilangi Sardeshpande. Under his 
guidance, Nilangi shouldered the responsibility of liaisoning with the authors, giving them feedback, co- 
ordinating the review by external experts and doing the final round of editing to prepare the press copy.. 


This report is a product of hard work and collective efforts of several persons. We wish to thank 

= Amita Pitre, Lakshmi Lingam, Ravi Duggal, Srijit Mishra - the authors, for marshalling their expertise 
to bring forth the issue of inequities in health and healthcare access, and revising their papers in the 
light of the comments by the reviewers 

= Aditi Iyer, Rakhal Gaitonde, Thelma Narayan and Vibhuti Patel for reviewing the papers. Their critical 
comments have certainly added value to the report. 

= Leena Gangolli for her contribution in editing of the report 

= Ms. Deepali Yakkundi and Ms. Sharada Mahalle of SATHI for formatting the copy for the press 

= Administrative staff in SATHI for their full co-operation 

= N.R Enterprises for printing this report in time 
Last but not the least, 

= International Development Research Centre (IDRC), Canada for the financial assistance. 


We look forward to suggestions from readers for furthering this work. 


Dr. Anant Phadke, 
Co-ordinator, 
SATHI 


26t January, 2008 
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Introduction 


Nilangi Sardeshpande 


Background 


In recent years, the intensification of socioeconomic inequities in India has become an issue of concern. 
Globalisation on one hand has accelerated the flow of various goods, money, technology and people across 
nations but on the other hand it has also led to unequal distribution of the benefits of development, thus 
increasing the inequities. The lopsided nature of the present globalisation process is apparent from the fast- 
growing gap between the world’s rich and poor people, who are unevenly distributed between the developed 
and developing countries. 


The UN Human Development Report (1999) compares the size of the income of the fifth of the world's 
people living in the richest countries and that of the fifth in the poorest. The ratio had changed from 30 to 
1 in 1960, to 60 to 1 in 1990 and to 74 to 1 in 1997. The world's 358 richest billionaires have a combined net 
worth of US $ 760 billion, which is equal to the total assets of the poorest 45% of the world's population. 
The overall consumption of the richest fifth of the world's people is 160 times that of the poorest fifth. 
From these figures, it is evident that the current forms of globalisation are making the world a place for 
unfettered market liberalism with the consequent growth of inequities. 


These socio-economic inequities are one of the major causes for inequities in health status. In most 
countries, disparities in health achievements may be found according to class, gender, ethnicity, religion, 
geographical region, and other such characteristics. 


Inequities in health are unfair and avoidable differences in health status and access to healthcare for various 
groups in any society. Inequities in health are a breach of basic principles of justice since they imply 
inequities in opportunities for people to live and deliver to the fullest of their capacity. The WHO position 
paper for the 1995 World Summit for Social Development also stated that investment in health is essential 
for economic growth based on a productive work force. To achieve this, growth needs to be accompanied 
by more equitable access to the benefits of development, as inequities have severe health consequences and 
pose an unacceptable threat to human well being and security. 


In these circumstances, reduction of these disparities becomes the prime responsibility of the Government. 
The Government is expected to play the role of equalizer to bridge the gaps between different sections of 
the society. However, often it is seen that lack of redistributive measures by Governments accentuates these 


inequities. 

The economy of India, when measured tn USD exchange-rate terms, is the twelfth largest in the world, with 
a GDP of US $1.09 trillion (2007). India is the second fastest growing major economy in the world, with a 
GDP growth rate of 9.4% for the fiscal year 2006-2007. However, despite this commendable economic 


growth the health indicators for the country are not commensurate with this economic growth. Widening of 
gaps between the richest and the poorest of the society is a resultant of lack of effective redistributive policy. 
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apidly since the 1990s, as the Structural Adjustment Program (SAP) 


These disparities have been widening r | 
’ o reduction in employment and investment in the social sectors and 


and larger neo-liberal policies have led t : 
have removed protection to local industries and labour regulations. 


It is the prime duty of the Government to allocate adequate budgets and ensure provision of basic 
determinants of health such as food, water, education and good quality health services to all sections of 
society. However, in India, in the post liberalisation period, Governments seem to be renouncing this 
responsibility. Integration with the global market is generating uncertainties and economic dislocation for 
vulnerable groups. In the last decade, thousands of farmers have committed suicides in states like Andhra 
Pradesh and Maharashtra due to such flawed policies. In this situation, social groups that are already 


marginalized like the dalits, tribals and women suffer the most. 


The effects of these policies are also evident in health sector. Due to declining investments in the public 
health sector, the quality of health services has been deteriorating. The obvious consequence is the 
burgeoning of unregulated private health services. Thus healthcare services are increasingly becoming an 
expensive commodity, available only to those who can afford it. 


About the Project 


At the present juncture, it becomes imperative to study the inequities in access to health care in a more 
systematic manner. Thus, SATHI (Support for Advocacy and training into Health Initiatives) in 
collaboration with CEHAT (Centre for Enquiry into Health and Allied Themes) and TISS (Tata Institute 
of Social Sciences) has undertaken a project, “Maharashtra Health Equity and Rights Watch” to study 
inequities in health status and access to healthcare services across various groups based on caste, class 
and geographic location. A household survey in 10 select districts of Maharashtra to study the inequities 
in access to healthcare, survey of public health facilities accessed by the residents of studied villages and 
in-depth studies to study access to healthcare for specific marginalized groups are the primary research 
activities of this project. Along with primary research, analyzing secondary data and state and district 
budgets with an equity lens are other important activities of this project. 


Structure of the Report 


The basic premise for undertaking this secondary data analysis is that post 1990s, due to adoption of neo- 
liberal globalisation as the development framework, the gap between the rich and poor is growing in every 
sphere of life. The wide gap in the availability of resources with different sections of the society has an 
obvious impact on health status of these sections, which is evident from the increasing health status 
inequities. The teport attempts to study this through analysis of data pertaining to Maharashtra from the 
large community level surveys such as NFHS, NSS and RCH facility survey. 


Detailed analysis of inequities in health determinants would certainly have been desirable for holistic 
understanding of the issue of inequities in health. However in this report we have decided to focus on 
inequities in access to healthcare and health status. To address this gap to some extent, we are planning to 
bring out a separate report on nutritional inequities in Maharashtra | : 
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The first Paper in the report is about socioeconomic inequities in Maharashtra. This paper explores 
inequities in the state of Maharashtra across regions as well as sub-groups of population in the indicators of 
income, poverty and educational attainment among others. The paper tries to establish that though 
Maharashtra is among the richer states in India, this has not adequately translated into poverty alleviation. It 
takes review of declining share of agriculture sector in the state’s economy. This paper also briefly traces the 
increasing incidence of farmers’ suicides from a socio-economic as well as public health perspective. 


The second chapter in the report delineates inequities in access to health care. This chapter gives state level 
information about various health services related indicators and rank of Maharashtra across all states and 
union territories for access to selected healthcare services, selected health/nutrition outcomes.’ The chapter 
tries to demonstrate the inequities in health infrastructure of Maharashtra and inequities in utilization of 
health care services and expenditure on health care in Maharashtra. 


This next chapter deals with inequities in health status. This chapter gives information about inequities in 
morbidity, infant mortality, child mortality and life expectancy across various stratifiers such as caste, class, 
gender and geographical distribution. The chapter also talks about inequities in nutritional status especially 
in case of women and children. 


Even though gender differnetials have been highlighted throughout the report,considering the uniqueness 
of gender as a stratifier which operates within each household, there is a special chapter dedicated to study 
of gender and health and healthcare access inequities. This chapter attempts to underscore horizontal and 
vertical inequities faced by women. Besides these two types of inequities faced by women, the chapter 
discusses the third unique inequity that women face, which is the additional health risk posed to them by 
violence of different kinds in society. 


The report ends by giving a summary of the findings of this secondary data analysis. Time trends regarding 
inequities and convergence of inequities are also explored. In addition, policy recommendations to achieve 


more equitable healthcare delivery and health outcomes have been put forth. 


This is the first report of this series and we ate committed to bring out a sequence of such reports in the 
coming year, focusing on various dimensions of inequities in health. 
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SECTION I 
SOCIOECONOMIC INEQUITIES 
IN MAHARASHTRA 


Socio-economic Inequities in Maharashtra 


Srijit Mishra 


Introduction 


Maharashtra throws a number of paradoxes. It is among the richest states of India, but head count ratio of 
poverty has remained around the national average. In 2004-05 current prices, per capita net state domestic 
product (NSDP) of Rs.32,170 was lower only to Haryana among major states and its gross state domestic 
product (GSDP) of Rs.371,877 crore was 12 per cent of the gross domestic product of India. Mumbai, the 
state’s capital city is considered to be the commercial and financial capital of India and said to contribute 
more than one-third of the country’s direct tax. Head count poverty estimate in 2004-05 at 31 per cent for 
the state is higher than the national average of 28 per cent. The state can boast of entrepreneurial farmers 
growing Alphonso mangoes, grapes, onions, oranges and sugarcane among other crops, yet in some regions 
like western Vidarbha there is a high incidence of farmers’ suicides. The first lady doctor to graduate in 
western medicine as also the first woman President of India hail from this state and its infant mortality rate 
(IMR) of 36 per 1000 live births in 2005 is much lower than the national average of 58, but the child sex 
ratio of 913 is among the lowest across states and a matter of serious concern. What is more, the child sex 
ratio is lower in urban areas (908) and in the economically better-off region of Western Maharashtra. 


In this current exercise we further delve into the temporal and spatial patterns of some socio-economic 
inequities in Maharashtra. This would serve as a background to the larger exercise on health inequities in the 
state. Before doing that, section 2 provides some broad indicators of Maharashtra along with other selected 
states and that of India. Sections 3-5 will look into trends in income, poverty and education respectively in 
the state. Section 6 provides an updated Human Development Index (HDI) for districts of Maharashtra. 
Section 7 gives a brief outline of the agtarian scenario in the state with a special emphasis on farmers’ 
suicides, an aspect that is not only relevant from a socio-economic perspective but also from a public health 
perspective. Concluding remarks have been given in section 8. 


Comparing Socio-economic Indicators 

In terms of area and population, Maharashtra is a large entity — it constitutes a little less than one-tenth of 
the country’s share on both counts. Its population density is lower than that of India. It is difficult to bring 
in a comparable state of similar size. As the purpose of the current exercise is to provide some background 
information on health inequities, we select states based on our common knowledge on health indicators — 
the relatively better off Kerala and Tamil Nadu and the relatively worse off Bihar and Orissa as also the all 


India average. 
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Table 1 
dicators in Maharashtra, Selected States and India 
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Literacy Rate, 7+ Years, 2001 (% 65.4 
Gender Gap in Literacy, 2001 (“Age Points 
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Life Expectancy, Male, 2006-2010 (Years) # 61 
Life Expectancy, Female, 1998-2010 (Years) # 59. 


Birth Rate, 2005 (Per ‘O00 Persons 15.0 16. 
Death Rate, 2005 (Per ‘O00 Persons 

IMR, Persons, 2005 (Per ‘000 live Births 

IMR, Urban Male, 2005 (Per ‘000 Live Births 
IMR, Rural Female, 2005 (Per ‘000 Live Births 


Sex Ratio, 2001 (Females Per ‘000 Males 987 
Sex Ratio, 0-6, 2001 (Females Per ‘000 Males 942 
Per Capita NSDP, 2004-05 (Rs)@ 2596 
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Proportion BPL, Persons, 2004-05 (% 

Proportion BPL, Rural, 2004-05 (% 

Proportion BPL, Urban, 2004-05 (%) + 20. 

Stunted (<-2SD), 0-4 Years, 2005-06 

Wasted (<-2SD), 0-4 Years, 2005-06 

Underweight (-2SD), 0-4 Years, 2005-06 

BMI <18.5 Kg/m2, 15-49 Years Male, 2005-06 

BMI >25.0 Kg/m2, 15-49 Years Male, 2005-06 

BMI <18.5 Kg/m2, 15-49 Years Female, 2005-06 

BMI >25.0 Kg/m2, 15-49 Years Female, 2005-06 

Scheduled Castes, 2001 (% 

Scheduled Tribes, 2001 (% 

Human Development Index, Value, 2001 

Human Development Index, Rank, 20016 

pene Ss Pessuaal ee evel excludes Mao-marum, Paomata and Purul sub-divisions of Senapati district in Mizoram. # Life 

donaetonise ‘ feeble Bay overs Line (ME ‘y a Sees State domestic product and GSDP=Gross State 
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: } ion pment Index ranks are across 15 major states. Stunted, wasted and underweight 

refer to below two units of standard deviation from the median of the international reference population 2006 with regard to Laeeeon 
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uals respectively. The former (latter) are identified as greater risk factors for communicable (non-communicable) diseases. 
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Source: Census di a ic Survey . sas Te 
sus of India, 2001; Economic Survey 2005-06, Government of India; Economic Survey of Maharashtra 2006-07; National Family 


gy 1 Nall Nee eau, Volume I; SRS Bulletin, October 2006, http://www.censusindia.net (accessed 23 May 2007); 
p: ‘indiastat.com (accessed 8 Feb 2007) and http://pib.nic.in /archieve/others/2007/mar07/2007032102.xls (accessed 22 May 2007). ; 
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Maharashtra is closer to Tamil Nadu in terms of the proportion of urban population (more than two-fifths), 
literacy rate (70+ per cent), gender gap in literacy rate (18+ percentage points), life expectancy at birth (64- 
70 years), infant mortality rate for persons and in the human development index.’ With a relatively higher 
literacy rate when compared to Tamil Nadu, one would expect the gender gap (male-female) in literacy rate 
to be lower, but it is higher. Similarly, with a relatively higher life expectancy and relatively lower infant 
mortality rate, one would expect some gender parity. What is intriguing is that Maharashtra has a very low 
sex ratio and it is among the lowest in the 0-6 age group. National average for overall sex ratio is 933, while 
the same for Maharashtra is 922. Child sex ratio for India is 927, while it is as low as 913 in Maharashtra. 
This could be reflective of social and medical practices that discriminate against the female fetus /child. This 


also indicates violation of Pre-Conception and Pre-Natal Diagnostic Techniques (PCPNDT) Act, 2002 
(Mulay and Nagarajan 2005).” 


As indicated earlier, in 2004-05 at current prices the per capita net state domestic product in the state is 
among the highest yet incidence of poverty is higher than the national average and that of Kerala and Tamil 
Nadu where per capita income is lower. Agriculture’s share in GSDP is around 10 per cent, which is lower 
than that in Kerala and Tamil Nadu, but the proportion of total workers dependent in agriculture 
(cultivators plus agricultural labourers) at 55 per cent is nearly two and a half times that of these states. 


Proportion of stunted (<-2 Standard Deviation (SD) in height-for-age) and underweight (<-2 SD in weight- 
for-age) are much higher than that in Kerala and Tamil Nadu and close to that of Orissa. In this context a 
matter of grave concern, particularly among tribal children, are the reported cases of malnutrition and 
starvation deaths. The situation in urban areas, particularly in slums, is also alarming (Hatekar and Rode 
2003). If we combine thin (<18.5 Kg/m2 body mass index (BMI)) and fat (>25.0 Kg/m2 BMI) people, as 
these are identified with greater risk for communicable and non-communicable diseases respectively, then it 
is the highest for Maharashtra.’ 


The scheduled castes and scheduled tribes are considered as vulnerable groups who suffer from multiple 
deprivations. The former are spread across the state residing in close proximity with the overall population 
and would have access to health or other public infrastructure but for their social and economic exclusion, 
whereas the latter reside in relatively inaccessible regions — the mountains and forests — and largely suffer 
from a physical exclusion.4 It is for this that one should be careful in an analysis of vulnerability that 
includes these two groups. Now we discuss about inequities within the state in terms of income, poverty and 


education. 


0) SS aoe 
| For a discussion of determinants of child mortality in poor human development districts see Ashtekar et al (2004). nee . 
? The question of gender discrimination has wider dimensions — a recent study points out that at an aggregate level the state is withdrawing from social sector 
leading to adverse impact on women and at the same time its policy interventions of empowering women through Self-Help Groups (SHGs), though 
welcome, is not enough (Patel 2003). There is also a view that Information and Communication Technology (ICT) can be used to address some gender 
disadvantage by allowing them to work from home and upgrade their skills. However, some market and non-market distortions need special attention to tap 
i i oyal 2007). 
ipl dd saree ih deficiencies, mortality, morbidity across regions and social groups have been discussed by Duggal (2008) and the inequities in 
gender dimensions including reproductive health have been discussed by Lingam and Pitre (2008). me ata 
* Among others, Velaskar (2000) is a recent discourse on the state of scheduled castes in Maharashtra. Similarly, Mutatkar (2007) discusses disparities at an 
all India level using National Sample Survey data, but also dwells about intra-group disparities between tribals based on a village study in Maharashtra. 
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Inequities in Income 
ed from Rs. 101767 crore in 1993-94 to Rs. 182,388 crore. 
The sectoral share of NSDP (Figure 1) indicate a secular decline in that of the primary sector, the secondary 
sector showed some increase in its share that peaked around 1997-98 and thereafter it declined to increase 
again in the last three year under analysis, the tertiary sector’s share has shown a spectacular rise, particularly 
from 1997-98. The linear trend growth rate for the period under analysis indicates an increase of 5.0 per 
SDP (95 per cent confidence interval (CI) being 4.3-5.6). The sectoral linear trend 
growth rates of 1.1 per cent per annum for primary sector (95 per cent CI being -0.05 to 2.2), 2.2 per cent 
per annum for secondary sector (95 per cent CI being 0.5 to 4.0) and 7.6 per cent per annum for tertiary 
sector (95 per cent CI being 7.0 to 8.2) also substantiate the phenomenal growth in the tertiary sector. 


In 1993-94 constant prices, the NSDP increas 


cent per annum for N 


Figure 1 
Sectoral Share in Maharashtra’s NSDP, 1993-94 to 2004-05 (1993-94 prices) 


Year 


—@—Primary —@Secondary Tertiary 


The stagnation of the primary sector is even more evident in agriculture per se where the linear trend 
growth tate is 0.7 per cent per annum (95 per cent CI being -0.5 to 2.0). This is of concern because, as 
indicated earlier, in Maharashtra unlike that of Kerala or Tamil Nadu a substantial proportion of the 
workforce continues to be dependent on agriculture. Even in industry, as Mishra and Panda (2006) point 
out, there seems to be a shift away from labour-intensive to capital-intensive industries. : 


et Ee ee some regional patterns within Maharashtra.” Administrative division wise share of 
Ps 4 = on in 1993-94 and 2004-05 indicate that the share in population has increased largely in 
; ch also comprises Greater Mumbai. This can be attributed to large scale in migration to this 


region from all over the country. Ho 
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Table 2 
Share of Population and NSDP across Divisions, 1993-94 and 2004-05 


7 1993-94 2004-05 1993-94 2004-05 


Aurangabad/Marathwada 10.6 
262 
15 MIA gc MR (MRE, 


9.4 
20.8 
100.0 


Note: Share of 2004-05 is based on preliminary estimates. 
Source: Economic Survey of Maharashtra, 2005-06, Shaban (2006) 


In Table 3, annual growth of per capita income in Maharashtra during 1993-94 to 2002-03 across divisions 
indicates that the decline in the primary sector is in the administrative divisions of Amravati, Aurangabad, 
Konkan and Nagpur. In these divisions, the decline is not evident in Amravati, Greater Mumbai, Nagpur, 
Wardha and Yavatmal districts. On the contrary, from Nashik division there has been a decline in Dhule 
district. In the secondary sector the decline is largely in Konkan (districts of Greater Mumbai, Raigad and 
Thane) and in Aurangabad district. The preliminary estimates of 2004-05 at constant 1993-94 prices also 
indicate the following. Nearly, 42 per cent of the state's income is accounted for by the Konkan region. If 
one takes the highly urbanized districts of Greater Mumbai, Nagpur, Pune and Thane then they together 
account for 52 per cent of the income. The state's average per capita income 1s Rs.17, 864/-. Across 
districts, Greater Mumbai has the highest per capita income Rs.39, 702/-, which is more than double the 
state’s average whereas Gadchiroli has the lowest per capita income of Rs. 7,144/-, which is around 40 per 
cent of the state's average. 


Table 3 
Annual Growth Rate of Per capita Income actoss Divisions in Maharashtra, 
1993-94 to 2002-03 (1993-94 Prices) 


Note: # Linear trend growth rate, b in (Yt) =atbt, t=time, which has been calculated using State Domestic Product data 
released on 31.01.07 and * indicates that the growth rate 1s significantly different from zero at 95 per cent confidence interval. 


Source: Ministry of Statistics and Programme Implementation, Government of India, http://mospi.nic.in/ (accessed 29 May 


2007) and Shaban (2006). 
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Poverty and Inequality 

Trends in the estimates of incidence of poverty in Maharashtra and India based on thick rounds of 
consumption expenditure from the National Sample Survey (NSS) indicate the following. The proportion of 
people below the poverty line in Maharashtra has consistently remained around the national average.’ It 
decreased from 53 per cent in 1973-74 to 43 per cent in 1983 and then to 37 per cent in 1993-94 and further 
reduced to 31 per cent in 2004-05. Between 1993-94 and 2004-05, rural poverty declined from 38 per cent 
to 30 per cent whereas urban poverty declined from 35 per cent to 29 per cent. Comparable estimates for 
1999-2000 and 2004-05 indicate that in Maharashtra rural and urban poverty declined by 1.5 and 2.2 
percentage points respectively over a period of five years. In either of the methods the corresponding 
declines at the all India level has been higher. What is much mote intriguing in recent years (1999-2000 to 
2004-05) is the near stagnation of the reduction of rural poverty and increase of urban poverty in 
Maharashtra. This reinforces the understanding that the rural/agrarian sector, as in large parts of the 
country, is under a larger crisis; but the urban situation 1s not rosy either. This urbanisation of poverty brings 
forth a number of issues such as the non-availability of public services (Dilip and Duggal 2003), the problem 
of hawking, a source of livelihood for a large number of the urban poor (Bhowmik 2001), the resettlement 
of slums in the name of larger development (Contractor et al 2006), the precarious situation of individuals 
residing in the non-notified slums (Chandrasekhar and Mukhopadhyay 2007), the greater vulnerability of 
women (Deosthali and Madhiwala 2005) among others. 


Table 4 
Percentage of Poor and Percentage Points Decline, Maharashtra and India 
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recall period Fine ' 
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Turning to the distributional aspect, NSSO consumption expenditure survey data confirm the prevalence of 
high disparity within the state. Per capita monthly consumption expenditure (MPCE) in Maharashtra for 
rural and urban areas in 2004-05 was Rs.568 and Rs.1148 respectively. Among 17 major states, the 
percentage difference in urban to rural average MPCE at 202 per cent is the fifth highest. Across 35 
states/ union territories of India, the Gini coefficient for per capita consumption expenditure at 0.31 in rural 
areas 1s the fifth highest and at 0.371 in urban areas is the eighth highest. The Gini coefficient ratio of 
consumption expenditure in rural and urban Maharashtra is higher than the all India average. It also 
indicates that inequality has increased over the years (Table 5). 


Table 5 
Gini Coefficient of Consumption Expenditure in Maharashtra and India 


Pee Maberasbiek...eaabe. Endive) oe 
Year 


GR GR GR GR 


e029 |. 0.48) 0908 | | Oe ee 
0.306 | ___0.49 
0.378] 0.53 0.373 


Note: GR=Growth Rate (percentage per annum). 

Source: Dev and Ravi (2007) and NSSO (2006) 
Religion wise incidence of poverty indicates that scheduled castes and scheduled tribes among Hindus, 
Muslims in urban areas and other religious groups in rural areas have a greater share of poor compared to 


their share in population (Table 6). Among Muslims, 69 per cent of the population is in urban areas whereas 
the share of poor Muslims in urban areas is 82 per cent. This is a matter of concern. 


Table 6 
Head Count Ratio of Poverty by Religion in Maharashtra 2004-05 (°%) 


Regi Indicator pe meat to Rincon “| All Total 
paar SC/ST | Other |All Others 


pos fogs ee a z 
Rural 


0 
20.2 87.5 

| | 8 
Poverty Ratio (HCR 43.0 
15. | 
Contribution to Total HCR 


In Maharashtra, there are about 42.7 million employed people (work force) in 2004-05 and of these, 67 per 
cent were in rural and the rest in urban ateas. From the total work force, 82 per cent worked in the 
unorganised sector and 90 per cent of total workers are unorganised. The latter is higher because nearly half 
of the workers in the organised sector were also unorganised. Estimates of poverty for unorganised sector in 
2004-05 suggest that it is higher in almost all industry groups, actoss all regions and employment status. 
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Table 7 
Head Count Ratio of Poverty for Unorganized Sector Workers by Industry, Region and 
Employment Status in Maharashtra and India, 2004-05 (“%) 
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Source: NCEUS (2007) 
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Incidence of poverty will have social group as well as regional variations. The poverty estimates in 2004-05 
across rural and urban regions for four categories of social groups: Scheduled Tribes (STs), Scheduled 
Castes (SCs), Other Backward Classes (OBCs) and Others are given in Table 8. The ST and SC groups have 
a substantially higher incidence of poverty. The proportion of poor among rural STs at 56 per cent is nearly 
double compared to the 30 per cent for rural Maharashtra. The ST group accounts for 26 per cent of the 
total rural poor as against a population share of 14 per cent whereas the SC group accounts for 23 per cent 
of the poor with a population share of 15 per cent. Incidence of rural poverty at 19 per cent for the Others 
category is nearly a third compared to STs. Disparity in incidence of poverty across social groups in urban 
areas 1s relatively lower - it varies between 43 per cent for the SC population and 27 per cent for Others. 


Table 8 
Head Count Ratio of Poverty by Social Groups, Maharashtra 2004-05 (%) 

Region| Indicator [ST _ 
tt [Paes ——[ ef a 241 
Rural 35.7 8 

22.6 
26.8 
Urban 
2. 


Source: Calculated from unit level data. 


Poverty ratio in 2004-05 across NSS regions of Maharashtra is given in Table 9. Taking the rural and urban 
areas together, the proportion of poor at 18 pet cent was the least in the Coastal region (Konkan division 
that inehisles Mumbai and its suburban areas) of Maharashtra. In rural areas independently, it is the least in 
Inlanc Western tegion (Pune division and Ahmednagar district of Nashik division). fi the rural areas 
incidence of poverty is more than 40 per cent in Eastern (Nagpur division after excluding Nagpur and 
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Wardha districts), and Inland Central (Marathwada) and more than 30 pet cent in Inland Northern (Nashik 
division excluding Ahmednagar) and Inland Eastern (Amravati division and Nagpur and Wardha districts of 
Nagpur division). In urban areas the incidence of poverty is the highest in Inland Central at 66 per cent, it is 
more than 40 per cent in Inland Northern and Inland Eastern, and more than 35 per cent in Inland Western 
and Eastern regions. Comparing 1993-94 and 2004-05 estimates, one observes that there has been an 
increase in the incidence of poverty in both rural and urban areas of Coastal region and urban areas of 
Inland Central region, the decline has been the highest in rural areas of Inland Eastern and Inland Western 
region of about 1.4 percentage points per annum and in the urban areas of Eastern and Inland Eastern 
regions of about 1.5 and 1.1 percentage points per annum respectively. However, the trends would not have 
been uniform during the entire period. The decline in Eastern and Inland Eastern region are likely to be 
during the first part and in the latter part there could have been a reversal. Other evidences such as 
increasing farmers’ suicides do point to a discerning picture in rural areas. 


Table 9 
Incidence of Poverty Across Regions in Maharashtra 


a 
2004-05 1993-94 2004-05 1993-94 2004-05 


Note: Coastal region comprises of all districts from Konkan division including Mumbai, Inland Western region comprises 
of all districts from Pune division and Ahmednagar district from Nashik division, Inland Northern region comprises of all 
districts from Nashik division except Ahmednagar, Inland Central region comprises all districts from Marathwada division, 
Inland Eastern comprises of all districts from Amravati division and Nagpur and Wardha districts from Nagpur division, 


Eastern region comprises of the remaining districts from Nagpur division. 


Source: Calculated from unit level data. 


Inequities in Education 


Table 10 gives the trends in literacy rates. It shows that literacy rate in Maharashtra was always higher than 
the national average. Ovet the years, Maharashtra has reduced the gender gap at 19 percentage points in 
2001 it is 2.5 percentage points lower than that of India (21.6). The male literacy rate has reached to nearly 
86 per cent and with this one would expect the rate of increase to decline and it is for the first time in'1991- 
2001 that the percentage points increase in literacy rate of Maharashtra is lower then that of India. Does this 


mean that Maharashtra has a lower gender differential? Has its gendet differential decreased over time? To 
assess this, one makes use of a Gender Differential Indicator (GDI).’ It shows that the differential has not 


7 Mishra (2006b) discusses @ measure to explain group-differential which is sensitive to levels in the sense that a given hiatus at a lower level of failure 
(greater attainment) is considered worse off. The measure used in this paper satisfies difference based level sensitivity in a strong sense and ratio based level 
sensitivity in a weak sense. The measure is also normalised to a 0-1 scale with zero indicating no differential and unity indicating maximum possible 


differential 
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only been increasing over time, but it has always been higher in Maharashtra when compared with that of all 
Table 10 
Trends in Literacy Rate, Maharashtra and India, 1961-2001 


India. 
Female | Persons | GDI [| Male | Female | Persons | GDI_| 


Year 

Re ma 

40.4 

66.6 5 
76 , : 


ECA ee oe 


o of Males/Illiteracy ratio of Females)]. 
2007). 


Region wise and sex-wise literacy rate across social groups in 2001 is given in Table 11. To assess gender 
differential across caste groups we again make use of GDI. Despite relatively lower gaps, it shows higher 
gender differential in all areas in Maharashtra when compared with all India. Between regions, gender 
differentials are higher in urban areas. Across caste groups, gender differential is higher among Scheduled 
Castes. Similarly, we have also computed a Regional Differential Indicator (RDI). While comparing 
Maharashtra with all India, it shows relatively lower regional differential for males and all persons, but not 
for females. Across castes, the regional differential is higher for scheduled tribes but lower for scheduled 
castes. Within Maharashtra, the Scheduled Tribes show a greater regional differential. Despite greater 
literacy rates in Maharashtra, the gender and regional differentials point out to certain gaps in the nature and 
pace of attainments. 
Table 11 


Region Wise and Sex Wise Literacy Rate Across Social Groups, 
Maharashtra and India, 2001 
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oe attainments get further accentuated if one takes into consideration the average years of schooling 
(Table 12). It indicates that the literate among the rural scheduled tribe females have attended fewer years of 


schooling. Overall, females have lower years of schooling: other rural females fare worse than scheduled 
caste rural males. 


Table 12 
Average Year of Schooling (1999-2000), Maharashtra 


Note: ST=Scheduled Tribe, SC=Scheduled Caste, OBC=Other Backward Class 
Source: Paranjape (2007) 


Paranjape (2007) also makes use of distribution of 7+ population in educational attainment (illiterate, literate 
but below primary, primary, middle, secondary, higher secondary and graduation and above) and calculates 
Gini coefficient to provide a measure of inequity (Table 13). This and other results in the paper are 
summarized as follows: 


“(a) The distribution of education ts extremely skewed, particularly in the rural regions and specially, among 
the socially backward sections. (b) The inequality in spread of education, as measured by Gini, is much 
higher among females than males in, both, rural and urban regions. (c) The caste-based inequality is sharper 
in rural areas. (d) Urban males show the least disparity, while rural females show the highest disparity in 
educational attainment. (e) Gini values are higher when average schooling levels are lower. Moreover, Gini 
falls when fall in illiteracy is supplemented by a rise in attainment of higher levels of education, particularly 
postsecondary.” 
Table 13 


Persons 


Note: ST=Scheduled Tribe, SC=Scheduled Caste, OBC=Other Backward Class. 
Source: Paranjape (2007) 
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Human Development Index Across Districts 

The discourse on human development has identified issues beyond income. Seeta Prabhu and Kamdar 
(1999) point out that social expenditure has been biased towards urban areas and the regional as well as 
inter-personal inequalities persist. Growth in income has not translated itself to a growth in human 
development. More recently Kamdar and Basak (2005) also refer to a human development backlog that 1s 
not based on financial allocation but rather based on outcome or attainment indicators. Another recent 
exercise (Civil Society Report 2007) also critically evaluates the attainments or rather shortfalls of 
Maharashtra through the prism of the seven Millennium Development Goals (MDGs). 


In the Human Development Report Maharashtra 2002 the human development index (HDI) was calculated using 
some dated information on per capita income and infant mortality rate. Kumar (2006) has calculated an 
updated HDI for 1999-2001 for districts of Maharashtra by using per capita income for 2000-01 (at constant 
1993-94 prices), infant mortality rate for 2001 (calculated by Ram et al 2005), literacy rate for 2001 and mean 

years of schooling for 1999-2000 (Table 14). These HDI values will not be comparable with that given in 
the Human Development Report Maharashtra, 2002. Nevertheless, it may be pointed out that because of changes 
in the value of indicators there are some ranking changes. The districts doing better then the state average 
HDI of 0.49 are largely the Konkan and Western Maharashtra and a few from Vidarbha (Nagpur, Wardha 
and Washim) and Ahmednagar district from Nashik division. The remaining districts of Nashik and 
Vidarbha and all the districts of Marathwada division have a value of HDI, which is lower than the state 
average. Mumbai has the highest HDI value whereas Gadchiroli has the least value. What is important to 
note is that there is wide disparity across districts in all the dimensions — education, health and income. 
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the district (at times of undivided district) and its variation from the state average. 


Source: Kumar (2006). 
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Agrarian Crisis and Farmers’ Suicides 

Agriculture’s contribution to Maharashtra’s gross state domestic product (GSDP) in current prices has 
reduced from 18 per cent in 1993-94 to 10 percent in 2004-05 whereas, as per the 2001 census, 55 per cent 
of the total workers are either cultivators or agricultural labourers. What is intriguing is that the gross value 
of output for agriculture proper has reduced by 150 crore rupees at constant 1993-94 prices between 1993- 
94 and 2004-05. In 2001, Maharashtra constituted about 9.3 per cent of the all India cultivator population 
but accounted for 18.4 per cent of the total farmer suicide deaths in the country during 1995-2005. The total 
number of farmer suicides in Maharashtra increased from 1083 in 1995 to a peak of 4147 in 2004 and then 
decreased to 3926 in 2005. The increase was largely because of 288 per cent increase in male farmer suicides 
from 978 in 1995 to 3799 in 2004. During 1995-2005, male farmer suicides as a proportion of total male 
suicides in Maharashtra increased from 14 per cent to 38 pet cent. Suicide mortality rate (SMR, suicide 
deaths for 1,00,000 persons) for male farmers nearly quadrupled from 14.7 in 1995 to 57.2 in 2004 and is at 
54.9 in 2005 whereas SMR for male non-farmers decreased from 18.0 in 1995 to 13.8 in 2005 (Figure 2). 


During 2001-04, SMR for farmers across divisions indicate relatively higher suicide deaths than the state 
average for males in Amravati and Nagpur divisions and for females in Amravati, Aurangabad and Nashik 
divisions (Figure 3). The ratio of farmers-to-age-adjusted SMR is the maximum in Amravati among males 
and in Nashik among females. Nagpur has a higher SMR for farmers, which is lower only to Amravati, but 
the ratio of farmers to age-adjusted SMR is much lower. This indicates that in a relative sense the SMR in 
Nagpur is also high across other sub-groups of population. When we look up districts then those with SMR 
for male farmers higher than the state average are Akola (77), Amravati (144), Aurangabad (74), Beed (64), 
Buldhana (191), Chandrapur (89), Hingoli (51), Jalgaon (89), Nagpur (86), Nanded (56), Parbhani (68), 
Satara (53), Wardha (78) and Yavatmal (93). It means that the situation is much more widespread than what 
has been accepted under policy interventions in Maharashtra. 


Figure 2 
Suicide Mortality Rate (SMR) for Males (Farmers and Non-Farmers) in Maharashtra, 1995-2005 
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Figure 3 
Suicide Mortality Rate (SMR) for Farmers Across Divisions in Maharashtra, 2001-04 
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Suicide is a complex and multifaceted phenomenon. The associated factors can be identified in the 
neurobiological or the socio-economic domain. The former are predisposing whereas the latter are the 
precipitating ones. Relatively higher suicides among farmers does point to an agrarian crisis, its absence is 
not necessarily indicating the absence of a crisis. The reasons for the agrarian crisis can be classified to 
systemic and idiosyncratic factors. The predominant among the systemic factors are declining public 
investment, inadequate availability of credit from formal sources, failure of research and extension, poor 
returns from cultivation, increasing cost of inputs, and increasing volatility of output prices due to linkages 
with the global market among others. At the idiosyncratic level, some of the coexisting and interrelated 
factors identified are greater credit burden, economic and social downfall, crop failure and difficulty in 
providing for social responsibility (daughter’s marriage, watd’s education or health care needs of family 
members) among others. A comparison of suicide case with non-suicide control households in Vidarbha 
does point to greater credit burden even after normalizing by family size and land size, absence of bullocks 
(a productive and liquid assets), greater number of family members (particularly, more daughters) and lower 
value of produce among others (Mishra 2006a). In short, the farmer is faced with a multitude of risks: 
weather, credit, market (input and output), technology and social responsibility among others. In the 
absence of appropriate risk mitigation strategies this makes the farmer vulnerable. One of the outcomes of 
this is the increasing incidence of farmers’ suicides. If not adequately addressed this is likely to spread. 


Farmers’ suicides also have implications from a public health perspective. First, it calls for public health 
facilities to deal with poisoning, a major method of committing suicide among farmers in Maharashtra. 
Second, it also requires adequate provisioning from a mental health perspective, a preventive aspect. Third, 
the inability of the farmer to meet certain health care expenditure from their normal sources of income is a 
matter of concern. This calls for some public provisioning. These, however, will in no way address the 


agrarian crisis per se. 
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Concluding Remarks 

of Maharashtra is among the richest across states, but it is not as successful in SPORE poverty, 
which has consistently remained around the national average. Agriculture is not the state’s forte, as it 1s in 
Punjab or Haryana, and its share in the gross state domestic product has reduced to around 10 per cent, but 
more than half the states workforce is still dependent on agriculture. What is intriguing 1s that in constant 
1993-94 prices the value of output from agriculture in TE 2004-05 over TE 1995-96 is lowet. Returns to 
cultivation are abysmally low. There seems to be a large agrarian crisis and this reflects the increasing 
incidence of farmers’ suicides. The per capita income of Gadchiroli is less than one-fifth that of Mumba. 
Comparable estimate of recent years (1 999-2000 to 2004-05) indicate that the decline of rural poverty in 
Maharashtra is less than 0.2 percentage points per annum. In 2004-05, Vidarbha, Marathwada and Nashik 
and urban areas of Western Maharashtra had a greater share of poor people then their share of population. 
Across caste groups, the scheduled tribes and scheduled castes have a greater share of poor when compared 
to their share of population. Literacy and other educational attainment bring out gender, caste and rural- 
urban differences; for instance, the rural tribal female literacy rate of 40 per cent is less than half that of the 
overall urban male literacy rate of 91 per cent. This gets more and more accentuated when one looks at 
average years of schooling or educational attainment. The updated Human Development Index (HDI) 
reiterates the regional divide, but the independent indicators do convey the point that a district with 
relatively better income may not do as well in other indicators (Nagpur does not fare well in lowering IMR) 
whereas a district not doing well in income may fare better in other indicators (Akola, Amravati and Wardha 
do well in educational attainment). Overall, there are striking differences across regions, social groups or 
gender in the indicators of income, poverty and educational attainment among others. 


The state 
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Introduction 


Being a wealthy and developed state does not guarantee that there is equity in access to health and 
healthcare. Maharashtra heads the ranking in India, though declining in recent years, in terms of economic 
indices like income, industrial and physical infrastructure, and financial capital but its social indicators like 
health, nutrition, education and welfare are not commensurate with its economic growth. (Maharashtra 
Economic Survey 2006) This gap between the two sets of indicators may be attributed to the lack of equity 
and distributive justice. With a population of over 105 million people it is equal to the tenth largest country 
in the world having the same population as Mexico. (World Bank - WDR 2006) However the state’s 
contribution to human and social development has been very inadequate and in present times is getting even 
worse. The human development index is not available across states for recent years but as pet the 2001 
National Human Development Report Maharashtra’s HDI rank amongst Indian states, which was 13 in 
1981, had worsened to 15 in 1991. (Planning Commission/UNDP — National Human Development 
Report) The indicators in the Tables 1A — 1D below ranking Maharashtra for selected human development 
and healthcare services/outcomes actoss all states perhaps show that this rank may not have changed in 
recent years. 


Maharashtra’s decline began in the eighties. The textile mills strike and the subsequent closure of a number 
of mills was the first body blow to the robust industrial economy of the state. This also led to a massive 
informalisation of the manufacturing sector and a larger expansion of the service sector. Structural 
adjustment policies further worsened this situation as it impacted the rural economy of Maharashtra. 
Governance too weakened in the post-SAP phase and all this led to impacting adversely the social and 
health indicators of the state. So the historical advantage, which Maharashtra had, was gradually lost because 
Maharashtra was unable to cope with the changing political economy. It is not a question of lack of 
resources but clearly a case of mismanagement across the board. For instance Maharashtra’s pride, the EGS 
program continues to be cash rich because of dedicated resources that accrue to it via profession tax, 
nutrition cess etc. but the program has collapsed and is unable to generate employment across the state 
wherein many areas are suffering from severe deprivation that is manifested in malnutrition deaths and 
farmer suicides. What is most striking is that the NFHS-3 survey completed recently points out that 40.1% 
of children less than 3 years age in otherwise affluent Mumbai are malnourished and this figure is higher 


than Maharashtra’s average! (NFHS-3 fact sheet 2007) 


In Tables 1A- 1D, we see that apart from per capita income, life expectancy and to some extent education, 
Maharashtra ranks quite low with respect to the vatious health and nutrition indicators., With a strong 
private health sector we see that the penetration of private doctors in rural areas is also quite high and in 
contrast access to various public health services quite poor. This situation is largely due to poor public 
investment and expenditure in healthcare by Maharashtra, which is in the bottom quartile on this count. 
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Table 1A 
Rank of Maharashtra across All States and 
Union Territories on Selected Human 
Development Parametets 


Jp a: a ae Be 
2) a ees 
[PerCapitaincome | 
[Per 1000 Primary and Secondary Enrolment | 12 | 
[Safe Drinking Water | 26 


Source: 1. Maharashtra Economic Survey 2005, GoM, Mumbai 
2006; 
2. RCH DLH Survey 2002-2004, IIPS, Gol, Mumbai 2006 


Table 1C 
Rank of Maharashtra across All States and 
Union Tetritories for Access to Selected 


Healthcare Services 


Institutional Delive 
Births in Public Facility 
ANC in Govt. Facility 


Women Who Needed to Visit Health 
Facility but Did Not 


mer 


Use of Any Contraception 
Prevalence of Childhood Pneumonia 
Prevalence of RTI/STI Female/Male 30/14 


Source: RCH DLH Survey 2002-2004, IIPS, Gol, Mumbai 2006 


Table 1B 

Rank of Maharashtra across All states and 
Union Territories for Selected Health Care 
Infrastructure /Indicators 


Rural 
With Private Doctor in Village 
With Anganwadi Worker in pats | 
Village 
2 
CIB Peoalite) all es 


Source: 1. Health Information India 2005, CBHI, Gol, New Delhi 
2006; 
2. RCH DLH Survey 2002-2004, IIPS, Gol, Mumbai 2006 
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Table 1D 
Rank of Maharashtra across All States 


and Union Territories for Selected 
Health/ Nutrition Outcomes 


* The ranking for this data is based only on 20 states Source: 1. 
NFHS-3 2005-06 Fact Sheets of various states, IIPS, Gol, Mumbai 
2006; 2. Maharashtra Economic Survey 2005, GoM, Mumbai 2006 
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Table 2 
Maharashtra’s Rank* in Selected Health Access Parameters 


Across Rural and Urban Regions, 2004 

RT ae ST Runt ee 
Treatment in Public Facility OPD/IPD 15/16 21/18 
Burden of Health Expenditure OPD/IPD 7/14 
Loss of Income OPD/IPD 12/6 

PRGMRemcigec Syn ty nesta ee 
Child Birth Expenditure 
ANG Expenditure 


* Ranking is out of 21 major states 


Source: NSS 60 Round 2004, Gol, Delhi, 2006 


Even very recent data from the 2004 NSS 60" Round (Table 2) shows that Maharashtra has a very adverse 
rank amongst states in access to public health facilities and in the burden of personal health expenditure, a 
clear decline from the earlier 42" (1987) and 52™ (1996) Round surveys revealing a trend that Maharashtra is 
privatising its healthcare very rapidly. Further, the recent World Health Survey by WHO included a study in 
Maharashtra and the findings of this study summarised in Annexure Table 1 across various key stratifiers 
clearly brings out not only the poor health status and determinants of health of Maharashtra but also shows 
sharp variations across gender, classes and rural-urban areas. Inequity in health and healthcare is then a very 
critical issue for Maharashtra to address. In this chapter we look at inequities in access to healthcare across 
rural-urban areas, social groups and socio-economic classes. Gender inequities are dealt with in a separate 
chapter. 


Rural-Urban Inequities in Health Infrastructure 


The overall health care infrastructure in Maharashtra that is hospitals, hospital beds, doctors and nurses is 
one of the best in the country in terms of numbers and even until the turn of the Millennium, public health 
infrastructure was amongst the top five competing closely with Kerala, Punjab and Gujarat. However, in 
recent years, as is evident in Table 1 B, the public infrastructure has moved downwards closer to the 
national average. The overall strength of the health infrastructure of Maharashtra comes from the private 
sector, which is growing even more rapidly in recent years as India’s healthcare market globalises. While the 
public healthcare infrastructure has taken a severe beating with public investments since 1990, becoming 
negligible as revealed by capital expenditures of the health department. What is even worse is that 
Maharashtra has one of the lowest public health expenditures in the country at 0.5% of its SDP. 


While overall, Maharashtra’s health infrastructure may appear huge; when we look at regional inequities in 
distribution we find huge rural — urban disparities, which consequentially impact access to healthcare. (Table 
3) Urban areas have a concentration of hospitals and nursing homes as well as of qualified doctors. This is 
equally true of the public and ptivate sectors. Most public hospitals are in the cities, district and sub 
divisional towns. Similarly over 80 per cent of beds in public hospitals are in urban areas where 40 per cent 
of the population resides. Of course, the urban hospitals are also used in significant numbers by those living 
in villages but the latter face various adversities in accessing these healthcare facilities located in urban areas. 
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The situation is no different in the private sector with hospitals and beds being located mostly . cities ae 
towns. This is in sharp contrast to Punjab and Kerala or smaller states like in the Northeast w xy mee 
hospital services are available in rural areas in reasonable numbers with no significant inequities be 

rural and urban areas. And this could be one reason why these states have registered a better health and 


healthcare situation than Maharashtra. 


As regards inequities in distribution of health human resources for the first time some data from the 
recently done world health survey by WHO in Maharashtra (see Annex Table 1) collected data on health 
profession participation. This reveals very sharp class, gender and rural-urban inequities in distribution of 
doctors, nurses and other health professionals across the population. For instance, measured as per 100000 
population, the bottom three quintiles did not have a single person as a doctor and there were 16% more 
male physicians than female and 188% more physicians in urban areas than in rural areas. Such 
disproportionate distribution of doctors results in the sharp class and gender differentials we see in access to 
healthcare. The nursing profession was generally class neutral with relative equity across classes, though 


rural areas had 179% less nurses than urban areas 


In tables 3 and 4 we see that huge inequities prevail in availability of health facilities between rural and urban 
areas. Maharashtra has 60% of population residing in rural areas but the disparity in distribution of 
healthcare facilities is between 10 to 20 times for rural areas in contrast to urban areas. Similarly over 80% of 
facilities are in the private sector which means that access becomes contingent to purchasing power and this 
means that the bottom three quintiles, which are either poor or living at the subsistence level, have grossly 
iniquitous access to healthcare services. What is worse 1s that the rural-urban disparity in availability of 
hospitals and hospital beds, which was declining in the eighties due to huge investments in rural health 
infrastructure under the Minimum Needs Program, gets reversed in the nineties. Thus in 1991 urban areas 
had 8 times more hospitals and 13 times more beds than rural areas but in 2005 this disparity worsened to 
13 and 19 times, respectively (Table 3)'. Even as regards availability of doctors and nurses the rural-urban 
disparity is nearly 4 times. (Table 4) In table 5 we further see that even across urban areas Mumbai has a 
disproportionately higher share of public and private healthcare facilities. And in Annex Tables 2 and 3 the 
limited data available across districts also shows wide variation in distribution of health infrastructure 
highlighting various kinds of economic and social regional disparities, with most districts of Marathwada, 
North Maharashtra and Vidharbha (the economically backward regions of Maharashtra) being worse off in 
availability of health infrastructure. 


What do the above inequities in distribution of health infrastructure mean for health and healthcare in 
Maharashtra? These inequities are clearly a part of the overall structural inequities we see in society. While 
Maharashtra on an average may be a developed state it can’t escape the fact that this development” is 
grossly skewed and has benefited a small minority of urban based middle classes and the richer peasantry in 
the sugar growing belt of the state. Large-scale disparities persist, across rural-urban areas, within urban and 
rural areas, across classes, gender, caste groups for access to basic public services and programs, and 
especially public health services. Historical analysis also reveals that these inequities in access to havin cule 
services have got worse over the last decade and a half, that is post SAP. (HDR Maharashtra 2004) 


1 th ‘ 
Data from the NSSO 57” Round in 2002 on Survey of Unorganised Services indicates that in 2002 Maharashtra had 6621 private hospitals and over 78000 


doctors « f all systems working as private providers. The same survey also indi 
! ; cates that Maharashtra h : - 
hospitals and diagnostic centres) which employed nearly 2.25 lakh peril shtra had nearly 94000 healthcare establishments (clinics, 
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Until the eighties Maharashtra’s public health system was quite robust and was also fairly well balanced vis- 
a-vis the private health sector, and there were genuine efforts at reducing rural-urban inequities. But the SAP 
driven economic reforms made all this history. The state stopped new investments in the public health 
sector, reduced revenue health expenditures, allowed greater freedom for the growth of the private health 
sector, including provision of subsidies, allowed the World Bank to dictate “reforms” via the World Bank 
supported Health Systems Development Project that introduced ‘substantial user fees in public hospitals, 
and introduced mechanisms like outsourcing and outright privatisation of public health facilities. All this is 
leading to a rapid collapse of the public health system, which comes out sharply in the government’s own 
facility surveys which reveal the poor state of public health facilities across the board. In fact, across the two 
facility surveys we do see degradation of critical inputs in different health facilities (Table 6). This large scale 
neglect of public health infrastructure has caused widespread discontent amongst users of public facilities 
who as a consequence are forced to use private health facilities often having to sell assets or getting into 
debt, which ultimately pushes them into greater poverty. (NSS 52° Round) 


Table 3 
Health Infrastructure in Maharashtra 1981-2005 
“ae aD Rae | 2005 
968 
89.0 
68.0 


Ron [02 
Per Lakh Persons | Urban 4.10 5.57 


3139 | | Uas9. | 9202 fy 8820 | eee 
Urban % 636.) (902 | . . 91.3[5 0-85.89 | ir ae ee 
47.4 


Ph ae 
Rat | see] as0[ 164[ 2a] a0] 
| ae: 


71294 


Per Lakh Persons 


Beds 
Urban % 
Private % 


37.4 


Rural 
Per Lakh Persons | Urban 
Total 


es Ce a ee 
Per Lakh Persons 1.11 


Allopathic Doctors 65.43 55.36 62.54 71.30 79.97| 88.23 


Per Lakh Persons 
54.03 47.41 50.26 veh be: 140.50 152.24 


Nurses Per Lakh Person 
Source: Health Information of India, CBHI, Govt. of India, various years Note: For 2001 and 2005 only Govt. facility data 
available — private sector data estimated by author. 


91.5 
47.82 ; 
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Table 4 
Rural-Urban Availability of Doctors and Nurses in Maharashtra 
Number Per Lakh Population 


ee ee 


All System Doctors (2000)* 167.6 Tinie 290.3 


Source: Supplied by Directorate of Economics and Statistics, Government of Maharashtra, Mumbai. The rural-urban 
distribution for doctors and nurses in 2000 provided by respective medical councils, are calculated on the basis of the 1991 


Type of Providers 


census distribution ratios. 
* Data for 2004 from the respective medical councils show that Maharashtra had on its registers 90855 allopathic doctors and 
83167 AYUSH doctors giving an overall ratio of 91 allopathic doctors and 174 doctors of all systems per lakh population. 


Table 5 
Healthcare Facilities in Mumbai, Rural and Urban Maharashtra by Public and Private Sector 


| | Public Facilities (Govt. + Local Body) Private Facilities 

Type of Other Total Other Per Cent 

Facility Urban Public Urban Private 
+ 13 1] 

Hospital : af = 


General 


Hospital 


Hospital 
PHC/PHU/ 
Health Post 


Source: The data in this table has been worked out from the Performance Budgets (2001-2002 budget) for state government for the year 1999 
and from the Statistical Abstract for Local bodies and private sector for 1995 (Government of Maharashtra — Statistical Abstract, 1998). However 
Le data has been compiled from the records of the BMC for 1999, and hence totals do not match with the Statistical Abstract since the 
atter does not record complete information. The private sector data is an under-estimate and also refers to 1995, except for Mumbai where it is 
based on a survey by CEHAT in 1996 (CEHAT Private Hospital Database, unpublished). | 
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Table 6 
Availability of Adequate Critical Inputs (Defined as 60% Level of Availability) in Public Health 
Facilities in Maharashtra, RCH Facility Survey 1999 and 2004 


Percent of District Per cent of FRU’s Per cent of CHC’s Per cent of 
Hospitals having having having PHC’s having 


Source: Compiled from ORG-MARG RCH 1 Facility Survey Reports (1999); CORT-IIPS RCH 2 Facility Survey India 
Report (2004). 

*Note: The high staff adequacy level for PHCs in Maharashtra is misleading because the norm in Maharashtra is 2 doctors 
per PHC whereas the RCH survey uses the norm of 1 doctor per PHC 


Inequities in Utilization and Expenditure Patterns 


Given the strong rural-urban and private-public dichotomies we have seen above in distribution of 
healthcare facilities, we also expect the use and spending patterns to reflect the same inequities. To 
understand this, the data availability is even more limited. In the public sector the data on utilisation is there 
but it suffers from various inadequacies. In the case of the private sector since there is no legislation or 
accountability mechanisms in place the data just does not exist. Thus the only source of such data is national 
surveys, which are done very occasionally. Table 7 and 8 bring together some of this data. Here again 
mostly rural-urban and public-private disaggregated data 1s available. 


Table 7 
Utilisation of Public and Private Facilities in Rural and Urban Maharashtra 
for Outpatient and Inpatient Care 


a Inpatient Care Outpatient care 


ee 
[Private | Public [Private | Public [Private 


| Public 


NSSO 2004 


Source: NSSO 1992; Sundar 1995; NSSO 1998; NSSO 2006 
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Table 8 
Percent Using Public Facilities for Various Health Services Across Rural and Urban Areas# 


Type of Services 
Inpatient Care Services? 31: 


[Rural 

: 

peste Concindas? a Sn eae 
C sueaneere 


cs ae 
=, an eee St 
ae a Seer a 
| | 
| | 


Immunisation of Children? 
Diarrhoea & Pneumonia? (for Children) 


# ‘The figures are per cent using public facilities from amongst all users - the balance used private facilities 
1 [IPS and ORC, Macro 2000; 2 IIPS 2000;  NSSO 1998 


* number using IUD in rural areas are very few 


The four surveys from which the data is drawn, and especially the three NSSO surveys, clearly show a trend 
of declining use of public health facilities for both outpatient and inpatient care (Table 7). Both outpatient 
and inpatient usage of public health facilities have dropped but the latter has dropped more drastically. This 
reflects the emergence of sharper inequities because hospitalization is often catastrophic and leads to 
impoverishment and indebtedness. Additionally, increased dependence on the private sector without any 
risk cover like insurance or social security, can take a toll of even middle class households when serious 
illness strikes. This is a very clear trend of growing inequities that we see in access to curative care. This 
trend has a logical relationship with declining public health investment and expenditure and neglect of the 
public health infrastructure. Together they lead to enhancing inequities for access to healthcare. Another 
linked logical factor is the emergence of private health insurance which is affordable only for the middle and 
upper middle classes and this becomes a mechanism to further widen the gap in healthcare access amongst 
classes because the poorer classes and/or those in the unorganized sector cannot afford to pay private 
health insurance premiums. Moreover, increasingly private healthcare, especially for hospitalizations, 1s 
becoming associated with insurance coverage and this pushes the middle classes who can afford insurance 
to use the high end hospitals which insurance companies favour and move away from the small hospital or 
nursing home segment. The impact of this is that the patient load of the smaller hospitals is getting eroded 


and this also reduces the possibilities of cross-subsidy which these smaller private hospitals could provide to 
their poor clientele’. 


2 4 ’ . ‘ 

Ms a het rie in one of the taluka s of Pune district we found that the smaller hospitals/nursing homes (5-15 bedded) were being threatened by the 
c fie Ey Ay ai of the private health markets. One response for survival was that few of the owners came together to pool their resources and set 
up a larger edded sophisticated multi-specialty hospital. And the other response was to convert outpatient care into day care cases or overnight cases 
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The pattern of utilization across rural and urban areas accessing public services do not show any significant 
dissimilarity, but we must remember that public facilities in rural areas for curative care are over 10 times 
less than in urban areas and if this is factored in then we can conclude that the potential demand for public 
health services is much greater in rural areas but the facilities just do not exist in adequate numbers. This 1s 
borne out by not only the higher proportionate consumption expenditure on healthcare in rural areas (6.8% 
of total consumption expenditure for rural households as compared to only 4.8% for urban households 1s 
spent on healthcare as per the 60" NSSO Round on Consumption Expenditure) but also the high levels of 
borrowings that rural populations have to make to seek healthcare. In Table 13 we see that rural households 
borrow/sell assets twice more than urban counterparts to seek hospital care. What is worse is that rural 
households have to borrow money to even seek outpatient care and here the difference is over 7 times in 
contrast to urban households. 


Despite low levels of utilization of public facilities in urban areas there is also a potential demand for it 
there. A recent study done by CEHAT in Mumbai to assess demand for public health services revealed that 
if well provided public health services are available then over 85% of households across classes would utilize 
them, including for even outpatient care. (Ravi Duggal and Dilip TR 2003, Demand for Public Health 
Services in Mumbai, CEHAT) 


When we look at other healthcare services like immunization, family planning and contraceptive services, 
RCH services like antenatal care, pregnancy and delivery related care etc. we find that a larger proportion of 
people both in rural and urban areas use public services. (Table 8) However, unlike curative care we find 
that there are large rural — urban differentials here with urban areas using private health services in much 
larger proportion than rural areas. For these health services for women and children we do have more 
detailed disaggregated data. (Table 9) Apart from the rural-urban differentials that are very sharp, there are 
also very strong class and caste inequities in accessing these services. The differentials for accessing these 
services across these groups vary between 2 to 20 times between the worst off and the best off groups. The 
differences between the low and high standard of living class are the sharpest for most of the services for 
women and children, followed by those between “other” castes and SC /ST groups. 


Table 9 
Access to Selected Women and Child Health Services Across Various Stratifiers 


Total | Rural | Urban [Low | Mid | High | SC [ST [OBC [Other Caste 
Women’s’ Health 


23 
6 Fae 


i 7| 6. 
No Iron Folic acid 11.4 11.5 
Non Inst. Delive 47.4 19.1 


Births not Attended by Health 40.5 56.4 15.9 | 68.4] 32.5 
Professional 


Children’s Health 
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Source: NFHS 2 Maharashtra Report, IIPS, Mumbai 
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Caste and Class Inequities 

the only defining factor in health related inequities in society but there is also caste to 
ctor in social inequities in the west. Like in the case 
> castes are also the lower classes. Thus 


In India class is not 
contend with. This is not very different from race as a fa 
of race, caste and class inequities go together. Invariably the “lower 
the distribution of healthcare access variables follows a similar trajectory across classes and caste groups. 


The data on class as a factor is not based on income or occupational groups in India as this kind of data is 
not collected in socio-economic surveys because of obvious difficulties. The National Sample survey collects 
consumption data and has developed the monthly per capita consumption classes and these can be grouped 
as quintiles. The National Family Health surveys have developed class categories on the basis of a Paeauc 
basket of asset ownership and grouped them as low, medium and high on the basis of defined scores’. In 
the case of caste, standardized categories are used across all surveys — Scheduled tribes (constitutionally 
recognized tribal groups), scheduled castes (the erstwhile “untouchable” castes as recognized by the 
Constitution), other backward class (most of the lower caste groups) and other castes (representing mostly 


the upper and middle castes). 


The class/caste stratified data across various healthcare related variables in Tables 10 to 14 and Annexure 1 
demonstrate sharp differentials in most cases indicating that the healthcare system is highly iniquitous. 
When we look at access to public health facilities we do find that as expected the lower classes and SC/ST 
groups are the largest users of both outpatient and inpatient care across classes and caste groups but overall 
this percentage is not very high (for SC 27% for OPD and 49% for inpatient care) indicating a substantial 
dependence of these underprivileged groups on the private health sector. The latter gets very clearly 
reflected in the high rates for not seeking treatment when ill and the significantly lower rates of 
hospitalization for these groups as compared to the better off groups. Further between 1996 and 2004 the 
situation on these counts for the underprivileged groups has worsened, especially for not seeking care and 
inpatient utilization rates in public facilities — this is strong evidence of the collapsing public health sector 
and reduced access of the poorer/ socially underprivileged groups during this period of intensified capitalist 
globalization and privatisation. 


In the case of maternity services like antenatal care and deliveries the inequities are even sharper. For 
instance the difference between the top and bottom quintile in terms of proportion of women not accessing 
antenatal care is ten times and for home deliveries nearly 3 times. Similarly the difference for this between 
the SC/ST and other castes is 2.5 times. (Table 12) 


In terms of healthcare spending while the average expenditure of the bottom quintile and the SC/ST is 


lower than others, it is still a substantial burden on these households given that an overwhelming proportion 
of them are below the poverty threshold. 


Another critical set of variables which reflect inequity in access to healthcare are indebtedness due to 
seeking treatment on one hand (Table 13) and financial reason being the main cause of not seeking care on 
the other hand (f able 10). Both these have very sharp class and caste differentials ranging from 2 to 7 times 
the caste inequities being much stronger in both these cases. For instance between ST and other caste ihe 


4 ye 3 , 
In NFHS-3 it is called the wealth index and is now a 5 point scale which divides the population into quintiles at the all India level 
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difference is 6 times for financial reason as the main factor in not seeking healthcare or 7 times for 
borrowing/ sale of assets to seek outpatient care. Between the top and bottom quintiles financial reason for 
not seeking care was 3 times more common for the bottom quintile, and was twice more for the bottom 
quintile in the case of borrowing/sale of asset to seek care. Such distribution across class and caste is clearly 
due to the weak public sector on the one hand and a domineering and growing private health sector on the 
other. 
Table 10 
Differentials Across Various Stratifiers in Access to Public Health Facilities, Hospitalization 

Rate and Financial Reason for Not Seeking Treatment Maharashtra 2004 

Use of Public Facilities 
Category Per cent 


Financial Reason for 
Not Seeking 


Treatment 


Hospitalisation 
Rate per 1000 
Population 


Social Group 


Source: NSS 60th Round, 2006 


Table 11 
Differentials Across Selected Stratifiers in Utilization of Public Facilities and 
Not Seeking Treatment When III in Maharashtra, 1996 and 2004 


Utilisation of Public Utilisation of Public Not Seeking Treatment 
Category OPD Facility (Percent) Inpatient Facility (Percent) (Percent) 


1996 2004 1996 2004 1996 
Social Group 


SC/ST TN eoaaala 3 
Others 7 
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Table 12 
Access to Maternity Services and Average Expenditure by Selected Stratifiers Maharashtra 2004 


PNC 
ANC Home Delivery No 
Delivery Expenditure PNC 
Social Group 


Expendit 
Expenditure 
Caste/Tribe 


ure 
Other Backward Class 1061 2014 


Category ANC 


521 
agin. | 2404 3 a3] 270 
694 
) | 


Table 13 
Inequities Across Class and Caste on Health Care Expenditures and 
Borrowings and Sale of Assets, Maharashtra 2004 
Borrowings and Sale of Assets 


(Per cent of Households) for 
Seeking Healthcare 


Average Expenditure on Seeking 
Care (Rupees) 


Category a) an ee a a | Inpatient 
Social Group 

MPCE Quintile 

211 6784 
245 6716 
326 9584 
350 
235 5709 20.2 
302 9776 
266 7426 
267s, ele ee 


Source: NSS 60% Round, 2006 
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In Table 14 we have reorganized the data from preceding tables into an index score, which shows the 
disparity actoss selected categories of stratifiers. What then emerges clearly is that for preventive and 
promotive services like ANC and PNC, institutional deliveries and for outpatient care the underprivileged 
sections (bottom 20%, SC/ST, rural) suffer gross inequities in access because of a weak and unreachable 
public health system. When these underprivileged people are forced to seek care then it is at a tremendous 
cost of indebtedness. 
Table 14 
Inequity Index* for Access to Various Health Care Services in Maharashtra 2004 


Care Service Rural Bottom 20% to ST / SC Female 
14 
10 


3. Not Seeking Treatment 
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*The inequity index is calculated by assigning the first variable of each column as being equal to 100 (index value) and the second 
variable is represented by the cell value as a disparity from the index value. For instance in the case of “not seeking treatment” the top 
20% is 100 and the bottom 20% is the cell value 221 indicating that the bottom 20% is unable to seek treatment 2.2 times more often 
than the top 20% 
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It is very clear from the above discussion that the gross inequities we see in access to healthcare services is 
very closely associated with the role that the state plays in the health sector. With a very large private health 
sector, and a rapidly expanding one as that in Maharashtra, it is evident that a very large proportion of the 
population will have inadequate access to vatious healthcare services. Maharashtra, which had entered a 
consolidation phase of its public health infrastructure in the eighties failed to sustain the momentum under 
the impact of the changing political economy unleashed by neo-liberal reforms of the national and state 
governments after 1990. Table 15 clearly documents the declining trend of public health investments and 
expenditures. In 1986 Maharashtra was spending 1% of its SDP on public healthcare and two decades later 
in 2006 it is down to less than half of that. Even in its own budget the proportion allocated to the health 
department declined from 6% to 4% during the same petiod. Earlier we saw that the public health 
infrastructure has not grown significantly since 1990 and also its state has deteriorated over time. This 
degradation is clearly due to the declining allocations to the health sector by the state. And this has very 


clear linkages to the inequities we see in access to various healthcare services. 
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ther level we see built in inequities in public resource 
allocation within the health sector. The rural and urban areas get a different mix of healthcare services. 
There is what one may call a curative-preventive dichotomy in distribution of public resources for health 
between urban and rural areas. (see Table 16) An overwhelming proportion of curative care services like 
hospitals and dispensaries are located in urban areas. They take over 95% of the medical care budget, which 
means that rural facilities like PHCs and rural hospitals and dispensaries which cover 60% of the states 
population gets less than 5% of the curative services budget. In contrast 89% of the family planning 
program budget is spent on rural areas. Other heads like public health (disease programs), MCH etc. are 
proportionately allocated. In Table 16, which has data for 2001-02, we see that all capital expenditure (which 
is anyway vety small) was allocated to urban areas. These inequities in distribution of resources for various 
services in rural and urban areas clearly indicate that allocation of resources is not evidence based and is still 
allocated based on the colonial paradigm of curative care for urban areas and pteventive/ promotive care 
for rural areas. This not only creates avoidable inequities but also indicates that health policy is highly 
skewed in favour of the urban population, which is largely in the organized sector. 


At one level while allocations are declining at ano 


Tables 17 and 17A provide further evidence from households whose out of pocket expenditure for 
healthcare has been growing over time. Out of pocket spending in both public and private hospitals has 
grown with the gap between the two narrowing as user fees have been increased substantially in the public 
hospitals at the turn of the millennium. Further in Table 18 and Table 19 we see that there is a clear gradient 
across classes, gender and social groups with the lowest quintile, women and tribals getting the least out of 
pocket resources for accessing healthcare, and for each of these groups the inequity in access is much higher 
in urban areas in the case of outpatient expenditure. Across 52™ and 60" Round we also see that the burden 
for the underprivileged groups has increased with the proportion of out-of-pocket spending increasing 
significantly more for these groups and as a consequence the gap between the rich and the poor in 
healthcare spending out of pocket has narrowed. Table 19 This is clearly indicative of growing inequity in 
healthcare access as the underprivileged groups are forced to spend much larger amounts of their income on 
seeking healthcare from both the private and public sectors. 


One morte interesting fact is thrown up by the 60th round data for household health expenditure. Prior to 
that in Maharashtra out of pocket expenses were higher in rural areas, which could be taken to mean that 
public health services in urban areas, which anyway have 10 times more density of public health facilities, 
were being utilized effectively. The 60" round data of NSSO shows a complete about turn with urban out of 
pocket spending overtaking rural spending substantially (Tables 17 and 17A), and this clearly can be 
interpreted as reduced access to public health services in urban areas both due to its growing inadequacy as 
well as due to introduction of substantial user fees in public hospitals*. This has only further heightened 
inequities in access to healthcare services. The severity of out of pocket spending is further heightened when 
we look at non-treatment for illnesses and the reasons thereof. In 1996 11.4% of rural ailments and 7.7% of 
urban ailments were untreated and of these 20% and 25%, respectively were due to financial reasons. In 


2004 financial reason for rural households had more than doubled to 41%, though it declined to 19% in 
urban areas. (Tables 10 and 11) 


4 ‘ . 
Data on user fees for 2003-04 obtained from the Directorate of Health Services, Maharashtra, reveals that the average annual collection of a district hospital 


was Rs 21 lakhs and expenditure only Rs 7 lakhs or just one-third. In ili istrict i 
Phiosihay ts 31 lakhs Pe Robi J rd. In July 2003 the average unutilized funds per district in the user fund account was a 
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Table 15 


Family Welfare; (revenue + capital) Rs. Million 
1990- | 1995- | 1998- 2000 2001- | 2003- 2006- 
86 91 96 99 01 02 04* 07* (BE) 

Expenditure 2767 4976 9061 | 11855] 13432} 15816] 17755 17679 23381 
(Rs. in Million) 


Per Capita (in Rs.) 63.73 63.04 | 105.95 | 131.07 | 142.33 | 163.89 | 183.51 | 178.58 228.10 


Per cent to Revenue 
Expenditure (1) 5.97 5.68 5.18 4.51 4.54 4.22 4.63 4.14 3.97 


[PereentofsbP__| _10| oa] o7| o6| oo om] 073] os4| 0a, 


Source: Finance and Revenue Accounts, Govt. of Maharashtra, up to 2000-01; 2001-02 to 2006-07 from Civil Budget Estimates, » 
Public Health Dept. and Medical education Dept. 


* Only revenue expenditure for these years 


Total Public Health 


(1) Only revenue expenditure included in this computation. If we add capital then the proportion would drop drastically, for instance 
in 2000-01 including capital would bring down health expenditure ratio to 3.9 per cent 


BE = Budget Estimate 


Table 16 


Maharashtra 2001-02 Public Health Expenditures (Rs. Million) Across Rural and Urban Areas 


1278.27 (100.00) 


63.52 100.00 
274.94 183.51 


Note *Includes teaching hospitals, medical education and ESIS; 


Figures in parentheses are column percentages 
** Includes Direction and administration, Other systems of Medicines, General, Social Security and Welfare, Secretariat and 
Social Services and Census surveys and Statistics 
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Table 17 
Average Out of Pocket Expenditure on Treatment of an Ailment in Outpatient Care 
and Inpatient Care Units, Maharashtra 1986-87 and 1995-96 (Figures in Rupees) 


Source: ! NSSO 1992; 2 NSSO 1998. 


Table 17 A: Average out of pocket expenditure for ailments, Maharashtra 2004 


NSSO 60th Round 2004 
Inpatient: Rural = Rs. 6160 (Private - 7094, Public — 2243); Urban = Rs. 10114 (Private — 11618, Public — 3297) 


Outpatient: Rural = Rs. 266; Urban = Rs. 316 


Table 18 
Outpatient Medical Expenditure by Gender, Social Group and Class (Rupees) 
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Table 19 
Average Medical Expenditure on Inpatient Treatment Across Selected 
Stratifiers, Maharashtra 1995-96 & 2004 
Mean Medical Expenditure On Inpatient Care (in Rs) 
1995-96 
Private | Total | Public | Private Total 


Sex 
eee ee 


ee 6794 
SC/ST wa 
Others 8035 
0-20 i 1668 
20-40 184 
10-60 am16 
60-80 7584 
30-100 [0240 
Total 131 7a 
Sample Cases 2278 2526 


Source: Based on 60th round (2004) NSSO unit level data. 


Characteristic 


The source of financing healthcare is also an important indicator of equity in access to healthcare. The 
contributions of different sources towards financing the total expenditure on hospitalisation and outpatient 
care are presented in Table 20. About 51 percent financial resources for hospitalisation was from household 
income or saving, 31 percent through borrowings, 14 percent through contributions from friends/ relatives 
and remaining five percent through other sources including sale of assets. As expected the financing of 
health care through household income or savings is much higher in urban (63 percent) areas than in rural 
areas (35 percent). This happens in spite of higher out of pocket expenditure in urban areas. Similarly the 
larger proportion of health expenditure incurred by underprivileged groups like SC/ST and the bottom two 
quintiles is through either borrowing or sale of assets. For outpatient care, the distribution of borrowings is 
similar to inpatient care, except that it is much sharper across caste groups. Such distribution of source of 
financing healthcare is not only iniquitous but also has a dimension of exploitation because access to debt 
for the rich and poor 1s very different. The rich have access to low interest rate loans (8-10%) from banks 
because of their “creditworthiness” but the poor have to get their loans from loan sharks who charge 


interest as high as 2% to 3% per month. 


Further Table 21 has derived debt ratios for medical expenditures as well as total consumption expenditures 
and it is again very evident that the underprivileged groups suffer much higher indebtedness as compared to 
the better off households, the largest gap being between the top and bottom quintile for inpatient care. 
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Table 20 
Percentage Distribution of Total Household Expenditure on Inpatient and Outpatient Care 
of Finance and by Selected Stratifiers, Maharashtra 2004 


by Source 
Source of Finance (%) 


Total 


‘ Friends & Others 
Place of Residence 
100 
36.4 
MPCE Quintile 
100 
100 


100 
\ e Tea OSS eee 
100 
113 
Romie ew, 28.3 6o[ 57] 00[ 100 
ar 18.6] 07) ANB OO OT 
20-40 
33.2 3.4 
20-100 79.8 
i TS Oe ee | 


Source: Based on 60th round (2004) NSSO unit level data 
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Table 21 
Debt Medical Expenditure Ratio and Debt-Monthly Per Capita Consumer Expenditure Ratio for 
Households Incurring Expenditure on Inpatient and Outpatient Treatment, Maharashtra 2004 


Debt- Medical Expenditure Debt-mpce Ratio # 
Inpatient | Outpatient Inpatient Outpatient 
Care Care Care Care 
Place of Residence , 


0363 0.087 "0.140 
0.202 0019] 3650017 


Scheduled Tribe 0.385 0.119 0.295 
Scheduled Caste 0.318 0.238 


Household Characteristics 


a 

| Scheduled Caste 

0.062 
0.024 0.036 
i a SR) ee a 


Convergence between Class and Caste as Stratifiers of Inequities 


While caste and class both have distinct linkages to equity in healthcare access, it may be useful to cross- 
tabulate some of the key healthcare variables across caste and class to get an in-depth insight into the 
convergence of caste and class in determining equity in access to healthcare. Tables 22A through D present 
some of the key variables discussed in the preceding sections of this chapter cross-tabulated by caste and 
class. As expected for all the variables analysed in these tables, for each caste group with improvement in 
class status there is distinct improvement in healthcare access parametets. Similarly for each class there is a 
distinct pattern of improved access from SC/ST to the Other Caste groups. Thus there is nothing very 
different from what emerged as findings when we looked at these variables separately for caste and class, 
except that for the scheduled castes there is trajectory in the distribution which highlights the special 
discrimination which SCs face in Indian society. For each variable for the SC group with improvement in 
class status the change is not adequately sharp, that is the variation across classes for the SC group is much 
smaller as compared to other caste groups. This is evidence that social discrimination of SCs, the erstwhile 
untouchable group, is still rampant because change in class status for them brings in very little gain in terms 


of improved access to healthcare. 
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Table 22 | 
Caste Differentials in Utilisation of Health Care and Health Expenditure, 


Table 22 A: Caste differentials in percentage of ailments (reported in last 15 days) not receiving treatment 
Percentage of untreated ailments 


[Chatageastie |S age Total 
MPCE Percentile z ie 


ei” SOS Se 
23:2 
4.0 


Maharashtra 2004 


i23 
i) aay a a | 
i ee ive ee 
| aoe | es | | 
[937 3510 


Table 22 B: Caste differentials in utilisation of inpatient and outpatient treatment from public providers 


Percentage seeking inpatient and outpatient treatment from public provider 


Ghiermereae 
paen patent | patent] pact | patcat|paden|patent|padeat | patent | padeat 
patient} patient patient patient patient patient 
MPCE Percentile 
Total | 25.6 | 17.0| 48.7] 27.4| 319] 15.8] 18.5] 9.3] 284] 13.5 


Table 22 C : Caste differentials in average medical expenditure on inpatient treatment, Maharashtra 2004 


Characteristic Avg. medical exp by caste (in Rs 
OBC 


MPCE 
0-30 
30-70 
70-100 5069 7994 12355 
Total eS: a A Re Be 


f 


| 38] 
77 
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Conclusions 


Inequities in access to healthcare are an integral part of the overall structural inequities, which result in 
poverty. Therefore as long as structural inequities exist healthcare access inequities will persist. However, it 
has been demonstrated the world over that despite structural inequities a progressive/welfare state can 
minimisg healthcare access inequities through affirmative action and an active role by the state in financing 
and provision of healthcare. Thus the role of the state is very critical in assuring basic equity in health and 
healthcare, and especially so in a country where income poverty is widespread. Thus a number of India’s 
neighbours like Sri Lanka, Thailand, Malaysia, Vietnam and China while suffering similar levels of income 
poverty have much better health outcomes precisely because the state accounts for 40-80% of all health 
expenditure in the country. In India and Maharashtra the contribution of the state is less than 20% to health 
spending and 95% of the balance 80% is out-of-pocket expenditure. Such a mode of financing accompanied 
by such high levels of poverty is a classic prescription for strong inequity in access to healthcare. In fact 
even within India there are states which demonstrate that higher the proportion of public health expenditure 
the better the health outcomes. States like Mizoram, Himachal, Goa and Kerala are good examples to learn 
from within the country. Maharashtra ranks a poor 26" in the country where proportion of public spending 
on health is concerned and this is a prime cause for its poor achievements in health and nutrition despite 
having one of the best macro economic aggregates. Thus the criticality of public financing cannot be 
discounted if we want to have reasonable access to healthcare for all and consequently health equity. 


The other critical concern, which stands out very sharply, is the rural-urban distribution of healthcare 
facilities, especially public health facilities. This is closely linked to the financing issue as we have seen that 
public investment in health is largely concentrated in urban areas. This is an inequity imposed directly by the 
state and can easily be resolved through a policy that mandates per capita distribution of resources for 
public services across all regions. And the rural-urban dichotomy is compounded by the presence of a large 
and unregulated private health sector, which exploits even the poor who are forced to use its services 
because of the inadequacies of the public health system. This also requires a strong regulatory and 
monitoring intervention by the state. 


Then there are the class and caste factors, which further aggravate inequities in access to healthcare. The 
data from national surveys provides very clear evidence that the SC /ST group and the bottom two quintiles 
suffer from avoidable inequities that are caused because of poor state investment in the health sector and 
the poorly functioning public health sector. In fact this data also indicates very strongly that the little access 
to healthcare that these underprivileged groups have is because there is a public health sector. What is thus 
needed is a strengthening of the public health sector if the class and caste inequities in access to health care 


have to be minimised. 


The historical advantage, which Maharashtra enjoyed via its investments in public health as well as early 
devolution of governance is now history post-neoliberal reforms of the nineties and its escalation in the new 
millennium. The compression of public expenditures and the privatisation initiatives which were unleashed 
consequently have caused untold damage to the public health sector as we have seen in the foregoing 
analysis. If the various inequities discussed above have to be reduced then public investment in health and 
public health expenditure has to be increased substantially, at least to the level (up to 3% of GDP), which 
the Common Minimum Program of the current coalition government had promised. The task for 
Maharashtra is even tougher given the fact that it spends only half the national average on public healthcare. 
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tional Rural Health Mission, like the 


Thus it is time for the Maharashtra government to respond and the Na 
the state health department to make 


Minimum Needs Program of the eighties, offers a good opportunity to 
the architectural corrections within the public health system. 
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Annexure Table 1 
Survey 2003 Maharashtra, IIPS-WHO 2006 New Delhi 


RS ERE SO Cn 

. 

13. 
9.7 


3. Insufficient Intake of Vegetables 532 | 627} 65.0] 66.9| 65.5| 61.7] 531] 61.7 
and Fruits 


a ee ee 
ae Meike 22 
mums oe 

a eee oe mech 
1 Tatas oo) 7) ee 


oe nko ee see 


19.0 
25.5 


22. Normal Activities not 


Disturbed in Last 30 Days 50.3 35.2 1.1 

Due to Illness 
23. No Bodyache/Pain 
24. No Difficulty in Sleeping 
25. No worry/anxie 
26. Monthly Household | 
27. Sale of Asset/Borrowing to Pay 
28. Physicians Per 100000 

=" | =| ol ol ml ol of a 
29. Nursing/ Midwifery Per 
30. Other health Occupations Per 
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eee Annexure Table 2 
Availability of Health Care Infrastructure Facilities in Maharashtra by Districts 


Population Served Per % in Public Sector % in Urban Areas 


; All ; 
si gg ek dic Medical | Bed Howpiyle Dispen- Hospitals Dispen- “ae 
Tee: saries@ @ saries@ 


ednag 51980 pw rate 
[zanis| e619 | a7a92 | ss2n| ass a7] 2a 922] 922] 768 | 
3 


f 


o ~- 
o (e) 
on > 


Aurangabad BET. 100.0. 81 1 6 Sa 
Bhanda 
Baldhan 
Chandpur | 20oaT| vor 16090] aes2 | a56| 16 a2 au.7| ova] oa? 
Dhl 90 


Greater 
13764 5251 65617 3593 a) 100.0 100.0 100.0 | 100.0 


3 


Nanded a9) 934 
Oxmanabad 768 
Pathan 553 


2 
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Lani 735 
Nagpur [| s62a[ 1130 2oa79[ _oiss| ami] _228[ 1000] a7] m3] 09 


Sndhod “m0 9016] 3505] ese] m0] 475] 793[ i000] 818 
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Wardha m8 
Yavin x 


Source. Computed on the basis of information in Statistical Abstract of Maharashtra State 1993-94 & 1994-95, Mumbai: Directorate of 


Economics and Statistics, Government of Maharashtra. 
@ includes only allopathic medical institutions, excludes private GP Clinics.# includes Ayurvedic, Unani and Homeopathic institutions. 
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Annexure Table 3 
Availability of Primary Health Centres (PHC's), 
001 


Rural Hospital (RH's) and Subcentres in Maharashtra, 1991-2 
No. of | No. of ; No. of | No. of Popn Served Per 
PHCs | RH pemee scr PHCs | RH 
RH 


eke J | Subcentre | PHCs__ 
i17590-011 1990-91 | 1990-91 | 2000 |2001-02[2001-02| 2000 | 2001-02 | 2001-02 


Ca ae a TS 
73| 13 | 25423.55 |142763.00 470 77 1 | 

77 
20985.09 2382 
530 | 106 
i] RE 37 | 80 | 16 | 6765] 32873.70 | 164368.50 | 
485 
Midi 12 431 
PNandubaw | | | CT SCT CCT ft 2265.39 | 110908.60 
241087.30 
[Kolhapur | 67 | __13 | 32873.21 |169423.46 190216.08 
38| 7 | 20236.89 |109857.43 9 87389.56 

7 


1864.45.00 
|Parbhani | —51| 9 | 32165.41 [18227067] 351] 31] 8 | 5154] 3629.97 | 130316.13 
J es ee a ee a ee 
|Beed | 45] 8 | 3322453 18688800] 253] 47| 8 | = 6903 | 3748.51 | 221772.50 
|Osmanabad | 41] 7 | 26401.15 |154635.29| 204] 42] | 1453 | 9841.19 | 156666.25 
[Latur | 44] 8 | 0335.75 |166846.63| —234| ao | | tt408 | 34505.74] 176669.3 
| 8 | 30383.46 [19749250 326] 30] 5 | 5525 | 3424.73 | 200548.40 
155234.64 
251299.57 
320139.33 
29031.11 130242.14 
108156.46 
| 8 | 15965.44 372 12 75252.75 
> a ee P| 25173.24 | 117475.11 
202114.53 
329 291584.33 
270 216700.67 
300}  48| 8] 4680 3028929 | 181735.75 
i 
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ae | 
Aurangabad | 43] 7 | 34619.44 |212602.29| 248] _47| 7] 4437 | _38507.72 | 258551.86 


2 
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| 30289.29 | 
A... CR | | 3670.84 | 140295.17 
13 166755.00 
156228,21 
1732.51 


Sources: Government of Maharashtra (1991-92 and 2001-02) Perf. b 
WON SF srachec be past Marske ) Performance budget, Public Health Department (Medical, Public Health 


Note:* are included in their parent district; * * Excluding Mumbai 
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Introduction 


Health outcomes and health status are a function of peoples overall socio-economic condition as well as the 
amount of public investments made in the health sector. We have seen earlier that while Maharashtra is one 
of the lead states in the country in terms of macroeconomic indicators, the intra state variations are so 
strong that if microeconomics is included in the assessment then Maharashtra’s average economic status 
drops drastically to the bottom quartile and this gets reflected in the overall health outcomes and status of 
its population. Thus according to the latest RCH survey in terms of the proportion of population in the ‘low 
standard of living’ (microeconomics) category Maharashtra’s rank is a poor 21 in contrast to per capita 
income (macroeconomics) rank of 3. The latter is a function of gross wealth but the former is about 
distribution of that wealth or equity, and that is what determines the health status of the people. 


To understand inequities in health status the range of data available is relatively limited and also dependent 
on national surveys. One set of data like mortality and life expectancy is available on an annual basis through 
the continuous surveys of the Registrar General of India and is disaggregated by region and gender. Other 
data like that on immunization rates, morbidity rates, other services usage, nutritional status, determinants of 
health etc. is available less frequently from periodic national surveys like NSSO, NFHS and RCH. 


Morbidity 


Illness is the immediate indicator of health status which comes to ones mind when we think of health status. 
Logically one would believe that illness incidence or prevalence would be higher amongst the poor and the 
underprivileged sections of society. Data does not always support this hypothesis because illness is not only 
a physical phenomenon. Illness is also socially determined, that is perception of illness is based on myriad 
factors, and not only by medical diagnosis. Thus it is not surprising that Kerala, which has the best health 
outcomes, like lowest mortality rates and highest life expectancy, actually reports the highest morbidity rate 
or prevalence of illness amongst states in India. This is largely because illness perception has a very close 
association with access to ameliorate that perceived condition. Thus if a population has access to a good 
public health system that does not have any access barriers like user fees then irrespective of which 
population sub-group you belong to the variance in reported morbidity would be very low. In contrast if 
one has a situation where the public health system is weak and the private health sector dominant, like in 
- Maharashtra, then it is very likely that morbidity reporting or perception will be a function of purchasing 
power, and we are likely to see strong variations in reporting of morbidity in that population, and that 
variation will mostly be that the more better off you are (economically or socially) the higher will be the 
perceived or reported morbidity. Table 1 with data from NSS 52" Round for 1996 shows a morbidity rate 
for a two-week recall period of 52 per thousand population in rural areas and 48 in urban areas. This has 
however changed drastically and even got reversed in the 60" Round for the year 2004 — 93 in rural areas 
and 118 in urban areas (Table 1A). The rate of hospitalisation in the state for a recall of one year was 26 per 
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thousand in urban areas and only 19 per thousand population in rural areas in 1996 and both increased to 36 
and 30, respectively, in 2004. The large difference between urban and rural areas for hospitalization rate 1s 
probably a function of access to hospitals that as we have seen in the earlier chapter is vastly different for 
rural and urban areas. Similarly, gender differentials in morbidity reporting were smaller in 1996 with 
negligible difference in rural areas and some significant differences in urban areas with morbidity for women 
being higher. But in 2004 the scenario has changed completely with women in both rural and urban areas 


reporting much higher morbidity in contrast to men. 


Table 1 
Number of Persons Reporting Ailment during a Period of 15 Days per 1000 Persons 
and Number of Persons Hospitalised Per 1000 Population by 
Fractile-Group of m p c e and Social Group — Maharashtra 1996 
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Tables 1 and 1A also gives class and caste differentials in morbidity and hospitalisation rates in Maharashtra 
— for 1996. Prevalence of any ailment as well as acute and chronic ailments was found to be higher in high 

MPCE category as well as ‘others’, which is the non SC/ST categories. Overall the reported morbidity 
profile shows health of vulnerable sections to be “better” than the privileged ones. This is a common 
scenario we see in areas having inadequate public health care facilities, and also validates the purchasing 
power hypothesis that we discussed above. Thus the poor and underprivileged, who often cannot afford 
private healthcare, ignore treatment of illnesses unless absolutely warranted. 


When we desegregate the data across consumption classes and social groups (Table 1, 1A, 1B and 1C) the 
importance of access factors in defining morbidity gets further support. Thus, the poorer classes and the 
tribals, whose access to healthcare services is, restricted due to lack of purchasing power, report lower 
morbidity rates, especially for hospitalisations and chronic ailments. Further, across these groups one sees 
lower differentials in reported morbidity in urban areas in contrast to rural areas because the former have 
relatively better access to public health services. In fact in urban areas the SC population reports higher 
morbidity because of much better access to public health services in urban areas. 


Table 1A 
OPD Ailments in Last 15 Days Per 1000 Persons Across Selected 
Stratifiers, Maharashtra 2004 
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Tables 1B and 1C also show the same data across time that is between 1996 and 2004 as well as in terms of 
Overall both outpatient morbidity and hospitalisation rates have 
especially with regard to outpatient morbidity has also increased. 
That is while there are more outpatient cases in all categories, in 2004 the gap between say SC / ST and other 
castes or between the bottom and top quintile or between rural and urban areas has increased in comparison 
to 1996. (Table 1B) In the case of hospitalisation the increase in gap of intra-group inequities has been only 


in the case of caste groups and gender (Table 1C). 


intra-group inequities for each variable. 
increased across the board but inequities; 


Table 1B 
Proportion Reported as Ailing in Last 15 Days, Maharashtra 1995-96 & 2004 


eee sacle Intra Group Inequity Ratio 


Place of Residence 


Ror 


MPCE Quintile 

: 

a 
ROR APRESS BESET 


50290 26578 


* These categories are the reference groups against which the inequity ratio is calculated 
Source: Based on 524 round (1995-96) and 60% round (2004) NSSO unit level data. 


Note: The table gives proportion reported as ailing and hence co-morbidity is not accounted. 
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Table 1C 
Proportion Hospitalized in Last One Year, Maharashtra 1995-96 & 2004 


Proportion Hospitalized in Last Intra Group Inequalities 
One Year (per 1000 popn) 


1995-96 1995-96 
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* These categories are the reference groups against which the inequity ratio ts calculated 
Source: Based on 52nd round (1995-96) and 60th round (2004) NSSO unit level data. 


Mortality and Life Expectancy 


Mortality and life expectancy are another set of health outcomes, which reflect well being of any population. 
The levels and trends of health status in Maharashtra are reflected in infant mortality and life expectancy at 
birth, which has shown substantial improvements over the years. The Infant Mortality Rate (IMR) in the 
state has come down from 129 per thousand population in 1971 to 36 per thousand population presently. 
Though the sex differentials of IMR are marginal, and the latest year shows a one- point increase in female 
IMR as compared to male, the rural - urban differentials are very marked and the gap has worsened over the 
years. (Table 2 and 2A) Infant mottality rate is presently 41 and 27 in rural and urban areas respectively. The 
rural urban gap kept increasing until 2001 after which we see a declining trend but in the case of gender the 


lower female IMR has seen a reversal after 1991. Similarly there is wide variation across various districts 
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with Mumbai, Pune, Thane, western Maharashtra districts having better IMR as compared to districts of 
Marathwada and Vidharbha. (Table 4) 


Table 2 
Trends in Infant Mortality Rate by 
Residence and Sex, Maharashtra 


ee Readence 


Source: RGI 1999; RGI 2002; RGI 2006 


Table 2A 
Inequity Ratio for IMR Across 
Residence and Sex 


Y Urban-Rural Male-Female 
ae Inequity Ratio Inequity Ratio 
1971 eet ene ~~ ea 


1981 0.91 
1991 


2001 
2005 


Further, when we look at details of infant and child mortality data we find a declining trend but the large 
tural-urban gap is again worrisome, not only for neonatal and perinatal deaths for which easy access to 
medical care is critical, but also for the high rural-urban gap in post-neonatal mortality (Table 3). 


Infant Mortality Rate 90.1 
Neonatal Mortality Rate 62.8 


Table 3 


Post-Neonatal Mortality 
Rave iS, 18.7 


Perinatal Mortality Rate 
Still Birth Rate ; 


Child (1-4) Mortality Rates 
Source: RGI 1999.RGI 2000 


0 
4.4 
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Table 4 
District Wise Variations in Infant and Under 5 Mortality Indicators, Maharashtra 1991 


FF IMR Gta Per 1000 Popa) [U5 Moray Rae Per 100 Pope) 
[Persons | Males | Female Female 
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Source: RGI, 1997 


The state has also made considerable improvements in life expectancy at birth. Between the period 1970-75 
and 1993-97, the life expectancy at birth has increased from 54.5 years to 64.1 years for males and from 53.3 
years to 66.6 years for females. (Table 5) As in the case of regions having higher life expectancy, in 
Maharashtra also the life expectancy at birth has become more favourable for females than males overtime 
and this differential is expected to widen in future. The rural - urban differentials in mortality remain marked 
and this is reflected in life expectancy. Life expectancy at birth in urban and rural areas varied from 67.9 
pulation to 62.0 years for rural population in case of males and from 71.4 years to 64.2 


yeats for urban po | | 
for females. While the widening male-female gap in favour of women is understandable, 


years, respectively, 
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e latter is closely associated with better 


p is a cause for concern. Th | 3 
pecially medical care, in contrast to rural 
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Class and Caste Differentials in Mortality and Morbidity 


While the RGI mortality data does not give such disaggregation the NFHS has filled this gap to some 
extent. Table 6 gives selected mortality and morbidity data across Caste and Class categories and as expected 
the inequities are very sharp. In the case of IMR and U-5 mortality the inequity between ST and other castes 
is in the region of 1.5 times and between the lowest and highest class is 2.5 times for IMR and over 3 times 
for U-5 mortality. 


Table 6 
Selected Mortality and Morbidity Indicators Across Caste and Class Groups 


ee Per 1000 Under Age 3 % Point Prevalence | Per 100000 in 
Live Births in Last 15 Days Per 100,000 Last 3 Months 
Category | IMR | U-5M]| ARI | AnyDiarthea] Asthma | TB | Malaria 


Social Group 
ST 


a ee 2S ee SS Se 
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OBC 
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Total [53.2 69.9| 135| 254] 25 


Source: NFHS 2, 1998 
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The NFHS includes morbidity data for children like ARI and Diarrhea and for the general population for 
asthma, tuberculosis and malaria. In the case of child morbidity for ARI there are clear caste and class 


differentials as there is for rural and urban populations but diarrhea seems to be caste neutral though having 
some significant class differentials. 


From the general data on morbidity we have also cross-tabulated prevalence of ailments and hospitalizations 
across class and caste and presented them in tables 7A and B. The morbidity pattern clearly follows the 
trajectory we saw earlier when we looked at class and caste separately, that is the better off economically and 
socially a person the higher is the morbidity reported. Thus the category of Other caste and topmost class 
group has the highest outpatient prevalence rate of 158 per 1000 persons for a 15-day period and the 
highest hospitalization rate of 56 per 1000 per year is in the OBC and topmost class group. This does 
uphold the hypothesis that perception of illness is highly dependent on availability of resources to 
ameliorate these illnesses, and especially so for short term ailments. In the case of hospitalization class 
emerges as a stronger factor than caste for seeking hospitalization, that is with improved economic status 
and irrespective of caste there is a tendency to seek hospitalization more often. | 


Table 7A 
Caste Wise Differentials in Proportion 
of Persons Reported as Ailing in Last 15 Days, Maharashtra 2004 


Number of Ailing Persons 
Per 1000 Population 


Characteristic 


7 a SN 7k 2 a Fe 


Source: NSSO 2006 


Table 7B 
Caste Wise Differentials in Proportion of 
Persons Hospitalised in Last One Year, Mahaiashtra 2004 
Number of Ailing Persons 
Characteristic Per 1000 Population 


Source: NSSO 2006 
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Inequities in Nutritional Status m 
Evidence from national level sample surveys indicates that Maharashtra's nutritional PAR: Bot 
correspond with its economic development position in the country. Nutritional status of Ma at a 
population is well below the national average, which is true for both rural and urban areas. The available 
data shows that more than 50 per cent of households in Maharashtra fall below standard nutritional norms 
and there has even been a decline in nutritional status of the population in the state in the nineties (I able 8). 
It is seen that 52 per cent of households in rural areas and 53 per cent in urban areas receive an intake of 
less than 90 per cent of the required level of 2700 calorie per consumer unit per diem. And only about 29 
per cent of households in both rural and urban areas belong to the average calorie intake level of 90-1 10 per 
cent (2700 Calories + 10 percent). Between the two rounds of NSSO (1983 and 2000) the situation in urban 
areas has improved somewhat but has worsened for the rural population. Data on per capita preeucton of 
food grains during the same period also reflects this decline from 172 kg’s per capita in 1986 to 140 kg’s per 


capita in 1999. (Government of Maharashtra, 2001) 


Table 8 
Per Thousand Distribution of Persons by Calorie Intake Level for Maharashtra 1983-2000 


as ae eee 
1983 1993-94 | 1999-00 1983 1993-94 | 1999-00 


267 292 280 | __288 
172 
Se a ae 


Note: Intake levels: Adequate means 10 per cent + or - of 2700 Kcal, less than adequate is more than -10 per cent 
and more than adequate is more than +10 per cent 


Source: NSSO 2002. 


Table 9 gives the per capita per day intake of calorie, protein and fats for Maharashtra state. Average per 
capita calorie intake was 2012 Kcal in rural areas and 2039 Kcal in urban areas in the year 1999-2000. Per 
capita per diem intake of protein was almost same (56 grams}4n both rural and urban areas, but fat intake 
was higher in urban areas (53 grams) than in rural areas (40 grams). The table clearly shows that there has 
not been any considerable improvement in food consumption pattern in the state over the years. 


Table 9 
Avetage Per Capita Intake of Calorie, Protein, and Fat Per Diem for Maharashtra 1972-2000 


eS ee ee 


Protein Fat Calorie Protein Fat 
(in Keal) | (in Gram) | (in Gram in Keal) | (in Gram) | (in Gram) 


Source NSSO 2002 
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The impact of this low level of food intake is reflected in the nutritional status of women and children in the 
state. Around 49 per cent of ever-married women aged 15-49 years in the state were suffering from anaemia 
(Table 10). Prevalence of anaemia was higher in rural areas (51 per cent) than in urban areas (45 per cent). 


The proportion of women who were suffering from mild anaemia, moderate anaemia and severe anaemia 
were 32 per cent, 14 per cent and 3 per cent respectively. 


Table 10 
Anaemia Among Women and Men Aged 15-49 Years and 
Children Under Three Years (6-35 Months) in Maharashtra, 1998-99 and 2005 


Percentage Having Anaemia 


Source: ITPS and ORC-Macro 2001, IIPS 2006 


In the case of children less than three years old in the state 71 per cent were suffering from anaemia. 
Anaemia levels were comparatively higher in rural areas than in urban areas. The proportion of children who 
were having mild anaemia, moderate anaemia and severe anaemia were 25 per cent, 43 per cent and 4 per 
cent respectively. Data from the recent NFHS 3 shows that the situation has not improved; in fact it has 
worsened for children in rural areas and for women in urban areas. NFHS 3 also measured the status of 
anaemia in men for the same age group and found that the gender gap was as much as three times in favour 
of men, and even higher when compared with pregnant women. 


Although NFHS did not examine the reasons for anaemia, it gives additional information on nutritional 
status based on age, height and weight of women and children in the state (Tables 3.11 and 3.12). For 
women, weight and height measurement had been used to assess health risk. A widely used indicator of 
nutritional status is the body mass index (BMI), which ts defined as the weight in kilograms divided by the 
height in metres, squared (Kg/M2). It is helpful in detecting the risk of health or nutritional disorders. 
Average height of an ever-married woman in 15-49 age group in Maharashtra was 151 centimetres, which 
was similar to the average height of an Indian woman. Chronic energy deficiency (CED) is usually indicated 
by body mass index (BMI) of below 18.5 Kg/m2. Among the states the level of CED is highest in Orissa 
(48 per cent) and West Bengal (44 per cent) followed by Maharashtra. About 40 per cent of the women in 
Maharashtra have a BMI of below 18.5 Kg/ m2. This chronic energy deficiency was found to be much 
higher in rural areas (49 per cent) than in urban areas (26 per cent). However NFHS 3 has shown some 
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ont in both rural and urban areas with below normal BMI coming down to 43 and 


t on this fr 
ee NEE 3 has also measured BMI for men, which shows that in rural areas 32% men and in 


21, respectively. NFHS 
urban areas 17% men are below the normal BMI. 


Table 11 
Nutritional Status of Ever Married Women Aged 15-49 Years, 1998-99 and 2005 


NFHS 3 


Per cent with BMI Below 
18.5 Kg/m2 
Source: IIPS and ORC, Macro 2001. 
Body mass index (BMI) is the ratio of weight in kilograms to square of height in meters. 


The risk of malnutrition is high among children whose mothers suffer from chronic energy deficiency. 
Mother’s present nutritional status in turn depends on her childhood nutritional status. As in the case of 
women a large proportion of children in the state were also under-nourished. It can be seen that the 
percentage of children under 3 years who were found to be under nourished in terms of nutritional status 
indices weight for age, height for age and weight for height in the state were 50 per cent, 40 per cent and 21 
per cent respectively. Rural urban differentials are alarming, which requires concerted attention. NFHS 3 
data shows some hope with significantly improved status and perhaps reflecting the success of the ICDS 
program but we have to wait and see if these changes are sustainable. 


Table 12 
Nutritional Status of Children Under 3 Years Maharashtra, 1998-99 and 2005 


[Urban | Rural | Total [ Urban 


Weight for Age (Percentage Under Weig ht) 


Percentage Below -3 SD 10. 
Percentage Below ~2 SD 44. 34.8 


Height for Age (Percentage Stunted) 
Percentage Below -3 SD 
Percentage Below —2 SD 

Weight for Height Percentage Wasted 


Percentage Below -3 SD 
Percentage Below —2 SD 


Source: IIPS.and ORC, Macro 2001. 


on Each index is expressed in standard deviation units (SD) from median of the international reference population. 
ren who are more than two SD’s below reference median are considered to be under nourished and those who 
fall more than 3 SD from reference median are considere 
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d to be severely under nourished. 
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Class and Caste Inequities in Nutrition Status 


NFHS provides caste and class disageregation of nutritional status of ever married women and children 
under age 3. Table 13 shows fairly sharp gradients across caste groups and classes. For instance proportion 
of women having a BMI below 18.5 kg/m2 was 1.5 times more for ST as compared to other castes and 2.7 
times more for the lowest class in comparison with the highest. In the case of severe anemia the class 
differentials were very strong but caste differentials not significantly different. 


With regard to children the class differentials were again over two times for weight for age (under-nutrition), 
height for age (stunting) and weight for height. Caste differentials also exist but are less sharp. 


Table 13 
Nutrition Status of Women and Children Across Caste and Class 


Percent Ever Married Women Children Under Age 3 


Cation Below BMI<| Any | Severe | Wt. for Any 
145 cm | 18.5kg/m2 | Anemia | Anemia| Age -2SD — 2SD Ht-2SD | Anemia 

eee ee et) ADT | 3.0 : : 
ee) ie, ee) Oa | 8 Ob] al | eae 
Le A 5 a ee a 
: : 46.3 


Source: NFHS 2, 1998 


The government of Maharashtra’s efforts to improve nutritional status of women and children in the state 
through the Integrated Child Development Services Schemes (ICDS) have met with some success. Under 
the ICDS schemes the state government has made provisions for supplementary nutrition to children less 
than six years of age, pregnant women and nursing mothers belonging to poor families enrolled at 
anganwadis. Service statistics (Table 14) show that about 2.4 lakh pregnant women, 2.5 lakh of nursing 
women and 31.3 lakh of children benefited from these schemes in the month of March 2001. But the 
proportion of eligible women/children who got enrolled and benefited from ICDS schemes varied between 
55-68 per cent. Perhaps the overall nutritional status of the state would have been better than the one 
observed above if there had been a wider coverage of the ICDS schemes. 
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Table 14 


Number of Beneficiaries Under Supplementary Nutrition Programme 


(ICDS) in the Month of March 2001, Maharashtra 


Rett agate eee ll hl Eligible Enrolled 
rPrepnant Women sid 424444 301708 (71 738158 (56.1 


Pregnant Women ms! 
451078 319811 (70.9 250823 (55.6 
Children (6 months- lyear 583561 434143 (74.4 381421 (65.4 
ul 9 
8 


Children (1 - 3years) 1789458 1232126 (68 1033356 (57. 
Children (3 - 6years 2519275 2085307 (82 1710555 (67.9 
Total Children 4892294 3751576 (76.7) 3125332 (63.8) 


Figure in brackets denotes percentage enrolled/benefited. 
Source: Provided by Bureau of Economics and Statistics, Government of Maharashtra. 


Over all, in spite of its superior economic status, Maharashtra is one of the nutritionally backward states in 
India. One important thing to be noted is that though the situation in rural areas is worse than in urban 
areas, under nutrition is rampant in urban areas. This could be due to the high concentration of wealth as 
well as of the poor migrants within urban areas. And NFHS 3 gives us an indication of this when we see 
that underweight children in Mumbai are a higher proportion than the state average. 
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Gender Inequities in Health Access and Outcomes 


Lakshmi Lingam & Amita Pitre 


Introduction 


This chapter attempts to closely examine the situation of women’s health in Maharashtra from a gender 
perspective and highlight underlying inequities in terms of access to health goods and services and health 
outcomes. The attempt is to view women’s health within the context of other inequities such as geography, 
region, class, caste, tribe and others, since these inequities work synergistically to produce negative health 
outcomes. The chapter is organised as follows. It initially gives the conceptual framework which underlies 
the paper, followed by a picture of gender inequities in health determinants, status, risks and access to health 
care. 


Gender, Access and Equity 


Access is generally measured in terms of utilisation of health care services and is observed to manifest in 
improvements in health outcomes. Public policies, budgets, geographical distribution of services, class, 
gender, race, ethnicity and ability determine an individual’s access to several social resources including 
health. The issue of access to health care services is closely related to issues of equity. Unless otherwise 
stated, all public health services are supposedly universal in terms of access. However, there is enough 
evidence to inform us that public health services are unequally distributed between different population 
groups. Access is inversely correlated to socio-economic status, creating inequity and inefficient use of 
public funds. For example, in over 80% of the developing countries reviewed (17 of 21) in a recent World 
Bank study, the better off 20% of the population receives more than or as much of the government 
subsidies to health services as the population’s poorest 20%. On average, the benefit going to the better off 
20% is two-thirds higher than that accruing to the poorest 20%. In addition, service coverage rates for 
essential services like basic maternal and child health care; have been found to be higher among the best-off 
20% of developing country populations than among the poorest 20% (Qamruddin, Gwatkin and Yazbeck, 


2005) 


Besides class ‘gender’ mediates health outcomes in ways detrimental to men and women. Understanding the 
conceptual distinction between ‘sex’ and ‘gender’ facilitates a more nuanced understanding of women’s 
health status and outcomes. The term ‘sex’ refers to the biological differences between men and women. 
‘Gender’ refers to the socially constructed roles and responsibilities that women and men carry out which 
are differentially and hierarchically located and valued in various cultures. The differential valuation of men 
and women permeates several institutions within society often placing women at disadvantage. Gender 
asymmetry manifested in terms of power, control and access to resources is embedded in social 


relationships defined by caste, class, region, religion and other parameters. 
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Gender roles and relations translate into excessive work burden, lower access to household and societal 
resources, poor decision-making power, low autonomy and control over their bodies for Wir, =: Aa 
from poor availability and access to health care services, there is enormous evidence at present to s Ow at 
gender mediates and creates differential outcomes for women in terms of morbidity and mortality rates 


reversing the biological advantage they are endowed with. 


A gender perspective to understanding health enables us to move from a purely biological deterministic 
approach to one that accounts for biology embedded within the social context. While certain health 
problems can be considered to be located within biology, for example, cervical cancer for women and 
prostrate cancers among men, women’s susceptibility to cervical cancer is considerably enhanced due to 
social disadvantages like low autonomy, low control over sexuality, procreation and low access to early 
diagnosis and preventive care. The gendered privileges that men enjoy in most societies coupled with 
notions of masculinity also place them at special risk much more than women, e.g. to liver cirrhosis (due to 
alcohol consumption); to lung cancers due to smoking; to injuries and road accidents due to spatial mobility, 
risk taking and exposure to hazardous occupations (Basu, 1995). This positive disadvantage (if it can be so 
viewed) that women have is reversed by social and cultural practices, placing women to bear a large 
unrecognized and unacknowledged morbidities load. 


Age, marital status, ownership of property and support structures further mediate health outcomes. Gender 
interacts with other social stratifiers such as class, caste and ethnicity largely to exacerbate negative health 
outcomes for the doubly disadvantaged. For example, an elderly Da/t poor woman is more vulnerable to 
health problems compared to an elderly upper caste propertied woman. The social stratifiers - age, caste, 
class and gender intersect and mediate access to health resources and thereby health outcomes. 


Lack of gender disaggregated data masks gender gaps in health outcomes within different social stratifiers. 
Iyer, Sen and George (2007) have highlighted how apparent differences in access to health care by class, are 
in reality mediated through gender and the bulk of differences in access between the high and low income 
_ gtoups may be almost entirely explained by the differences in women’s access to health care services within 
each group. Women are not only materially disadvantaged, they encounter gender discrimination at all levels 
in society and experience higher opportunity costs when they fall ill or have to seek care or have to care for 
someone else. Therefore, achievement of gender equity requires focus on removing bias, inequality and 
injustice (Sen, George and Ostlin, 2002). 


Gender Equity in Health. 


Gender equity in health is a pursuit to attain desirable health goals/outcomes by addressing identical and 
different health tequirements of men and women through policy priorities, budgetary allocations, 
infrastructure availability, staff training, and delivery of services and so on. 


Horizontal and Vertical Equities 


Horizontal equity demands that equal resources and attention need to be given to men and women to 
realize their potential for health. For example, access to health care for all health problems, e.g., Malaria, TB 
have to be the same for men and women without any discrimination. On the other hand, vertical equity 
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means that different needs of men and women (that may or may not stem from biological differences) need 
to be recognized and addressed in terms of equitable allocation of resources. While men too have 
reproductive health needs (sexual health and infertility) the medical requirements that adolescent girls and 
women in their reproductive age groups have is comparatively higher. Menstruation, pregnancies, abortions, 
deliveries and contraception would necessitate that they access health care services much more than men. 
Not making sufficient provisions constitutes an inequity, which women face on a large scale. Horizontal and 
vertical equity issues intersect as well. For example, elderly men and women have a greater need for health 


care services, but the nature of each one’s needs may differ. Fulfilling these needs equally but differently will 
fulfill the horizontal and vertical equity requirements. 


Identifying the different needs, making provisions for addressing the same and removing barriers to access 
health resources are issues of priority for health policy and advocacy. Women face different kinds of 
inequalities that predispose them to poor health status, expose them to health problems, create barriers to 
their access to health care services, thus resulting in avoidable negative health outcomes. These inequalities 
are elaborated in the following sections in terms of 


1. Inequities in the determinants of health, in other words, the preconditions that determine positive 
health and health outcomes; 


2. Inequities in health status, which is a result of differential access to power and resources 


ad 


Inequities in risk or exposure that originates in gender roles, relations and identity and 
4. Inequities in access to health care services — the demand side and the supply side factors’. 


1. Inequities in Health Determinants 


Socio-economic conditions, access to education, nutrition and basic amenities constitute fundamental 
determinants of health. The following sections deal with indicators like literacy, work participation, women’s 
work roles, quality of life and health, which are a few major health determinants. Major gender gaps exist 
pertaining to these indicators in Maharashtra. Social inequalities overlap with gender gaps in the case of 
women from marginalised groups such as Scheduled Castes (SC), Scheduled Tribes (ST), those living in 
rural areas, poor households and unorganised/informal sector workers. 


Literacy and Education Levels 

Educational attainment is known to enhance health indicators, especially in the case of women and that of 
their children and family. Maharashtra ranks fifth in male as well as female literacy at the all India level. The 
literacy level is 77.27% (2001 Census) with a gender gap of 18.5 percentage points. Urban literacy 1s 85.76% 
with a gender gap of 12 and rural literacy is 70.84% with a gender gap of 23. Enrollment in schools in 
general, and particularly for girls is affected by other social disadvantages. 


Regional differences in female literacy exist in Maharashtra (see Fig 1). Konkan has 3 out of 5 districts with 
high female literacy (>70%) compared to Western and North Maharashtra that have 4 out of 5 districts in 


' Géran Dahlgren and Margaret Whitehead ( 2007) have attempted a similar framework to develop strategies for Europe for tackling social inequalities in 
health. 
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the medium literacy range (57-70%) and Marathwada that has 5 out of 8 districts in the low female literacy 


range (45-57%). 


Figure 1 
Region wise distribution of Districts by Female Literacy 
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Source: Compiled from 2001 Census 


The literacy gap between men and women is more in rural areas and even more in districts where 
population of SC/ ST and Muslims is more. Studies based on NFHS II for Maharashtra show that poverty 
and gender interact resulting in very poor school enrollment for girls from poorer households (Filmer and 
Pritchett, 1999; Nagarajan and Madheswaran, 2001). According to Nagrajan and Madheswaran (2001) “Poor 
girls are only 1/8” as likely to complete grade 8 as against their female counterparts among the well-to-do’. (Page 486) Girls 
with uneducated mothers are more likely to be out of school. Higher maternal fertility exerts a significant 
negative impact on school enrollment of children and specifically that of the girl child. School enrollment is 
more linked to socio-economic condition of the rural household than supply factors such as availability of 
schools in the village. 
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Women’s work participation and access to income is found to have positive effects on child survival and an 
enabling factor for accessing health. However, the nature of work and the triple burden of domestic work, 
care work and income-earning work prove to have deleterious effect on women’s health. Work participation 
rate (WPR’) is higher in rural areas compared to urban areas in Maharashtra, which is in line with the all 
India pattern. Women are engaged in casual, unskilled, seasonal and temporary work. Women workers are 
largely concentrated in the rural agriculture sector (89%) and in the urban informal sector. According to the 
2001 census, 12.7 million women work in rural areas of the state, 89% are engaged in agriculture- 41% as 
cultivators and 48% as agricultural labourers. More women than men work as wage labourers, there are 
1,311 women per 1000 male agricultural labourers and there are 789 women per 1000 male cultivators. The 
proportionate increase in women wage earners was more than cultivators, indicating lack of growth in their 
economic status (Maharashtra Human Development Report, 2002). 


* Work “articipation Rate is defined as the percentage of total workers to total population (Census, 2001). 
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Table 1 
Districts With Highest and Lowest 
Female Work Participation 


Districts With Highest Women’s 
Work Participation Work Participation 


Figure 2 
Region-Wise Female Work Participation 
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Figure 2 provides the distribution of districts region-wise based on work participation rates (WPR). Districts 
with high WPR are in Vidarbha and Marathwada, the poorer regions in economic terms. Konkan has 
several districts with low WPRs. Despite definitional improvements Census generally enumerates individuals 
as workers based on their reporting. Women who work as non-wage family labour are often left out. 
Districts, which have better education parameters for women have lower work participation rates and vice 
versa. Women’s work in these districts is linked to high poverty and family survival. In addition, women 
bear the brunt of non-availability of water, sanitation, better fuels and overall under-development, more 
than others in the family, which impinge on their families. 


Though women contribute directly and indirectly to agriculture, men actually have ownership to land, are 
designated as farmers, and take loans for agricultural investment. The growing agrarian crises and rising 
indebtedness is leading to unprecedented situation of farmers’ suicides (a symptom of serious breakdown of 
mental balance) in Maharashtra. Women bear the brunt of families that are poorer with the loss of a male 
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member along with the stigma of being a widow. Hence, gender and gender- based inequalities play a major 
role in disease, ill health, care giving and recovery. 


Living Environment 

The living environment that individuals and households reside in determines their access to clean air, water, 
living space, etc., which in turn determines their health. According to the World Health Survey 2003 (IIPS, 
2006) an overall 80% of households in Maharashtra have access to safe and clean drinking water sources. In 
urban areas 96% have access and only 4% have no access to safe sources. In rural areas, 76% have access 
and 24% do not have any access to safe water sources. Access to safe drinking water is linked to income 
quintile the household belongs to. Only 5% of the lower quintile households have access to safe water 


compared to 79% of the high- income quintile. 


An overall 73% do not have access to any sanitation facility. Maharashtra is one of the more urbanized 
states in India, with an urban rural population ratio of 43 as to 100 (Maharashtra Human Development 
Report, 2002). In urban areas 45% and 81% in rural areas do not have access to any sanitation facility. The 
percentage of households without access to toilet decreases with increasing income quintile. 


Indoor air pollution is linked to the kind of fuels that the households use. Women are at high risk of chronic 
respiratory disease as they spend a lot of time cooking with solid fuels, which produce indoor pollution. The 
World Health Survey (IIPS, 2006) found 39% of households in Maharashtra are using either gas or 
electricity for cooking. Kerosene is used by 4% only and 57% are using solid fuel. The proportion using 
electricity and gas is three times higher in urban areas (81%) compared to rural areas (27%). More than two 
third (71%) of rural households are using solid fuel compared to just nine percent of urban households. All 
households (100%) in the lower quintiles use solid fuels as opposed to only 10% in the higher income 
quintiles. 


The Reproductive and Child Health Survey (2002-4) provided information on household access to various 
amenities. A higher percentage of households do not have a toilet facility, do not live in a pucca house and 
have a low standard of living in Maharashtra compared to Kerala. 


Table 2 
Household Access to Amenities for Select States 
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While men and women have similar chances of being impinged by poor living environment, women have to 
face the pressure of carrying out their domestic roles (cooking, fetching water, caring for old and young) 
within such hostile living environment. Therefore, improvements in living environment not only positively 
improve the quality of life of all members, but particularly improve the health situation of women. 


2. Gender Inequities and Health Status 


Along with socio-economic inequalities that impinge on health, gender places several women at risk of 
various vulnerabilities and health conditions, which affect their health and well-being. As part of their 
socialisation most women in India are taught to place the well-being of others, especially men, children and 
family members, a priority compared to their own. Enduring ill-health, sacrificing their desires and needs, 
fasting several days in a week are all different ways by which young married women indicate their 
commitment/ responsibility to the conjugal family. Gendered existence of women and consequent gender 
gaps in factors that determine health become an additional determinant of women’s health. Addressing 
gender equity issues is therefore closely connected to addressing health equity. 


Women are disadvantaged at various stages of their life, for example, during infancy, childhood, adolescence 
and adulthood. The disadvantage women face in their life is deleterious to their own health and is also 
transmitted to future generations. The following section attempts to highlight inequities in women’s health 
and also reiterate how these form the health risks to the future generations. These sections are limited by 
availability of specific evidence on inequities in health status of women across various life stages. Gender 
based inequities manifest in differential health status of males and females. The following sections explore 
several outcomes such as declining sex ratio (that is linked to son preference culture) and few of the 
determinants of gender inequities such as low age at marriage. 


Sex Ratio 

Sex Ratio or the number of women per thousand men has seen a steady decline in India. In Maharashtra the 
sex ratio is 922 (Census 2001), which is a fall of 12 points from sex ratio in 1991. The juvenile sex ratio 
(JSR) or number of girls per 1000 boys in the 0 to 6 years age group, is relatively unaffected by migration 
and differential mortality rates and gives a fairly accurate estimate of ‘son preference’ in society. Maharashtra 
has seen a steady decline in JSR over the decades, from 946 in 1991 to 913 in 2001 census. Nearly one 
fourth of the districts in Maharashtra (8) have a JSR of less than 900 girls per 1000 boys. Half of these 
districts are in Western Maharashtra, and two each are in North Maharashtra and Marathwada. Gadchiroli in 
Vidarbha, a tribal dominated district, is the only district with a JSR of more than 970. 


‘Development’ and situation of women shows a peculiar relationship in Maharashtra. The better-developed 
parts of Maharashtra are Mumbai, Western Maharashtra and some parts of Konkan. Here women’s 
education rates are better but there has been a sharp fall in sex ratio, especially in Western Maharashtra. 
Women’s literacy has not helped in reversing son preference. Rather families are using medical technologies 
as the new means to eliminate unwanted girl children even before their birth. 


Attaining the objective of a small family and simultaneously also fulfill the desire to have at least one son 


becomes a compulsive reason for utilising sex determination tests (like ultrasonography). The growing 
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ase with which ultrasound can be administered has made facilitating Sex detection a 
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Source: Maps of India, http://www.mapsofindia.com/census2001 sexratio/sexratio-Maharashtra.htm, accessed on 24 October 2007 


A community based study by Ganatra, Hirve and Rao (2001) in three districts of Western Maharashtra 
identified 1409 women who acknowledged having undergone induced abortion. 263 women (17.6%) have 
indicated that they have undergone abortion to avert the birth of a girl child. Where as only 2 women (0.1%) 
have undergone abortion to avert the birth of a male child. 81.3% women had abortions unrelated xs Sex 
selection, but linked to birth spacing, completion of family size and contraceptive failure. Majority of the 
women seeking selective abortions had a daughter as the youngest living child (82%). In terms of the 
characteristics of sex selective abortion seekers, the researchers observe that these women and their spouses 
are educated; they are more likely to belong to joint families, enjoy low autonomy and decision 

power within the family. The pressure to give birth to a male child within the family ‘encourages’ women hs 
opt for sex selection. The researchers conclude that increasing woman’s autonomy and bil t a 
choices have to be emphasised in order to address sex selective abortions. ; a 
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High Infant and Child Mortality 


Infant and Child Mortality continue to be on the higher side in Maharashtra. Infant Mortality in Maharashtra 
(50.5) was more than twice of Kerala (23.8) as per NFHS I. The declines in IMR in Kerala recorded by 
NFHS II have been more substantial compared to Maharashtra (Maharashtra- 43.7, Kerala 16.3). 


The slow declines in infant mortality rates and significant gender differences seen in Table 3 in urban rates 
of Infant Mortality are a cause for concern. A study in Maharashtra now shows that stillbirths have also 
been under-reported until now. The recording of data on stillbirths does not provide for the sex of the 
child, hence, it is difficult to draw inferences from the official data. Bang et. al., (2002) confirmed in their 
study covering 13 sites in Maharashtra, that there is a substantial gap between actual and recorded deaths 
among infants and children. In addition, they discovered that Sangli district in western Maharashtra, 
reported 30% more still births than other sites. Two villages in the district reported 24 stillbirths, all of 
which were females and occurred among home deliveries. This cautions us to continuing female infanticide 
under the guise of stillbirths. The growing stillbirths mask underlying trends in mortality and hinder 
effective policies and programmes to reduce mortality rates. 


Table 3 
Gender Differentials in Infant Mortality Rates 


2 Ses a ee es a 
Source: India, Registrar General. (2001). Sample Registration System Bulletin, April 2001, 


New Delhi. P 1-6, Accessed from bttp://www.indianngos.com|/ factfile. htm, on 24 October 2007 


Western Maharashtra is the region with the lowest Infant Mortality Rates (IMR), but strikingly has the worst 
sex ratio followed by Marathwada and North Maharashtra. Thus lowered IMR seems to be associated with 
increased sex-selection. Until recently the under- five mortality rate for girls was higher than for boys. This 
trend has reversed after 1996 (Data on Causes of Death, RGI, New Delhi). (Annexure II gives the top and 
bottom ranking districts in male and female IMR and Annexure III gives the under 5 mortality region and 
district-wise). 


High Malnutrition and Anaemia among Children 

NFHS-2 (1998-99) shows that an overall three-fourths of children under age three are anaemic, and this 
proportion remains nearly unchanged (72%) in NFHS-3 (2005-06). Most of these children suffer from mild 
to moderate anaemia. It is well known that anaemic children are at greater risk of infection, impaired mental 
skills, physical development and poor school performance. The decline in the percentage of under weight 
children has been slow. Poor feeding practices begin in infancy. Only about two in five infants under four 
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months are exclusively breastfed, and only 31% of those aged 6-9 months are being fed solid and mushy 


foods. 
Table 4 
Under-Nutrition among Children Under 3 Years in Maharashtra 


Table 5 
Sex Wise Under-Nutrition among Children 


ee Percentage of Malnourished Children 1 to 5 
Years (Weight for Age) (1994-96) 
a a ee 


Source: India, Planning Commission. (2000). Women in India Statistical Profile: A Comparative 
Picture of Status of Women and Men: Data Sheet. P.1 and IIPS (2000). NFHS 2, 1998-99, 
Mumbai. P. 443 


Anaemia is the third most frequent reason for girls dying in the age group of 1-4 accounting for 6% of all 
deaths in that age group. For boys it was the eighth most frequent cause of death accounting for 4.5% of 
deaths. Anaemia is also one of the first ten causes of death for women up to age 44 (Registrar General of 
India, 2002). 


Hatekar and Rode (2003) conducted a study among the poor in urban Mumbai and a comparative sample 
from Jawhar taluka of Thane district. The researchers point out that severe malnourishment is found to be 
higher in Mumbai than in Jawhar. Stunting and wasting, the two indicators of malnutrition represent long- 
term and short-term malnutrition respectively. Stunting generally is linked to intra uterine growth retardation 
(inked to mother’s health and nutritional status), frequent bouts of illness, shortened breast feeding and 
poor access to health care services. Wasting points to short-term malnourishment and is ‘quickly’ reversible. 
The study points to the urban data with a greater incidence of stunting among boys than girls, though in the 
rural sample, such a difference is not apparent. The incidence of wasting is higher among rural girls. The 
authors note that this could be due to seasonality of food availability in rural areas as well as gender 
discrimination operating together. 
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Adolescents Status and Health 
Low Age at Marriage 


Maharashtra ranks low among states that perform marriages of girls at a young age. Nevertheless, despite 
the steady rise in the age at marriage for Maharashtra, the women in the age group 20-24 years who have 
reported having been married by age 18 years, was 53.9% (NFHS-1 1992-3); 47.7% (NFHS-2 1998-9) and 
38.8% (NFHS- 3- 2005-6), indicating that more than a third of women still get married before the legal age. 


13.8% (18.2% among rural) of women between 15 and 19 years were already mothers or pregnant during 
the NFHS III survey. 


Figure 3 shows the urban and rural percent distribution of women and men who marry below the legal age. 
The percentages are higher for males and females in rural areas. However, females are 2 and '/2 times more 
likely to be married below the legal age compared to males. 


Figure 3 
Percentage of Women and Men Married Before Legal Age (NFHS) 
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Source: NFHS III, 2005-6 (IIPS) 


Apart from serious health consequences, early age at marriage, takes away the educational opportunities of 
adolescent girls, limiting their opportunities for employment and income generation, thus ‘sowing the seeds 
for a lifetime of dependency”. Among several factors that impact on women’s life situation, age at marriage 


and type of family that they reside in are significant (Barua & Kurz, 2001). 


Anaemia, one of the most common contributing causes of maternal death and morbidity, is very common 
among adolescent girls. Women below 18 years at the time of pregnancy are one and a half times more 
anaemic than women between 18 and 24, and almost twice so compared with women over 25 years. (NFHS 
II: 1998-99). Adolescence, malnutrition, anaemia and the deprivation of extra nutritional demands 
compound health risks during pregnancy for girls who marry as children. These risks are further aggravated 


eS Sn a Tee 
3 Jaya Sagade quoted in the article ‘The High Cost’ by Asha Krishnakumar and T.K.Rajalakshmi, Frontline, Volume 22 - Issue 14, Jul 02 - 15, 2005 
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by poor antenatal care. NFHS III shows that only one third (30.5%) of pregnant women received Iron and 
Folic Acid tablets for 90 days as a part of the Ante Natal Care. (Annexure IV) 


A significant percentage of maternal morbidity is associated with unsafe induced abortions undergone by 
adolescents and the complications arising from them. According to the NFHS II (1 998-99), the percentage 
of abortions among adolescents aged 15-19 is double that among women aged 20-49. These data, however, 
pertain only to the reported cases. The incidence of abortions and the number of pregnancies among girls 
are thought to be grossly underestimated (Hitve & Ganatra, 2002). 


Infants born to young mothers also suffer a great health risk. As per World Health Survey (2003) the level 
of neonatal mortality is lower for women who have given birth in ages 25-34 years compared to women in 
ages 18-24 and 35-49 years. The probability of neonatal deaths reduces sharply with increase in the 
education of the mother from 52 for illiterate women to a low of 18 per 1000 live births for women who 
have completed secondary education. 


High Neo-Natal and Infant Mortality Linked to Poor Maternal Health 


Deaths in the first month and first year form a major chunk of Under 5 Mortality. Causes such as 
prematurity, respiratory infection of newborn, diarrhea of new born were responsible for 60% of deaths 
within first year (Causes of Death, RGI, 1998). These are directly related to mother’s health. Neo-natal 
mortality has been more resistant to lowering than post neo-natal mortality. Low maternal nutrition, 
anaemia, lower socio-economic status of mother, poor antenatal care, morbidities, work burden, early age at 
pregnancy and multiple pregnancies are major maternal risk factors for higher neo-natal mortality (Hirve 
and Ganatra, 1984), 


Manageable inputs such as adequate diet and rest given to women in their third trimester has shown to 
increase the average weight of babies by 200 gm. Action research initiatives, such as reducing anemia and 
changing dietary behaviours among adolescent girls, by Institute of Health Management, Pachod; KEM 
Hospital’s reproductive and sexual health education, care and counseling for married adolescents in rural 
Maharashtra; and social mobilisation of Government services by the Foundation for Research in 


Community Health, have provided valuable insights in developing programmes for young people (Pande, 
Kurz, Walia, et., al., 2006). 


Health Status of Adult Women 


Anaemia among Men and Women 


As per the NFHS- MI (2006-7), 46.6% of urban women and 51% of rural women in the age group (15-49 
yts) are anaemic. This constitutes a major public health problem requiring urgent attention. The figures for 


pregnant women are higher compared to non-pregnant women and men and higher for urban women 
compared to rural women. 
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Table 6 shows that anaemia among women in Maharashtra is more than twice as compared to among 
women in Kerala. Also, more than half of pregnant women in Maharashtra are moderately anaemic, the 
proportion being substantially higher than the all India average as well as for Bihar and Orissa. A paper by 
Roy, Kulkarni & Vaidehi (2004) assessed the extent of inequalities in health care and nutritional status with 
focus on caste/tribe. The paper observed evidences of growing food insecurity in Maharashtra despite high 
growth performance, which impacts the marginalised and the vulnerable groups the most. Differentials 
regarding prevalence of anaemia between ST women and ‘other’ women indicate that ST women in 
Maharashtra are more likely to be anaemic even after adjusting for socio-economic factors. 


Figure 4 
Anaemia among Ever-Married Women, 
Pregnant Women and Ever-Married Men 
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Project (Phase 1, Round 2, 2002) Results, New Delhi, 2004, January 27-28. Fifth Session: 
Reproductive and Child Health Services. Mumbai P. 145. From Fact Sheet on Women in India, 2005, P 110 


Table 6 


Ever Married Women With 
Anaemia (%) 1998-99 # 
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A cross sectional study to screen women above 35 years for assessing the general and pruecbiags 
morbidity undertaken by the LTM General Hospital, Mumbai, found 77.7% women anaemic. 5.2% were 
severely anaemic, 25.86% were moderately anaemic and 46% showed mild anaemia (Pandit, et.al. 2005). 


Women bear a larger burden of malnutrition, both undernutrition and obesity in urban re? well ¥! ie areas. 
Obesity among women in Mumbat is higher compared to men and compared to other reins an a areas. 
The issue of obesity within a context of urban poverty has to be cautiously seen as an indicator of changing 
eating habits to fit declines in incomes and increase in the costs of healthy foods. 


Table 7 
Disparities in Malnutrition among Men and Women, NFHS III 


Body Mass Index is Below Normal (% 32.6 


17.3 
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Regional, Class and Caste Disparities in Malnutrition and Anaemia 


Undernutrition among women in Maharashtra (Low Body Mass Index, 40.2% of ever married women) is 
higher than the national average (36.2%). Rural women, poorer women and ST women fate worse in terms 
of malnutrition and anaemia. A substantial number of women across all groups (at least 40%) suffer from 
anaemia, but BMI shows wide variations. Twice as many women in the rural areas are undernourished 
(suffer low BMI) as compared to women in urban areas. Higher proportion of ST women (64%) suffers 
from anaemia. Women in the middle standard of living index households are twice as likely to be 
undernourished compared to the high standard of living index households and women from the low 


standard of living index households are nearly thrice as likely to be undernourished as the women in the 
higher standard of living index households. 
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Table 8 provides information on disparities by region (rural/urban) by caste (SC & OBC) and class 
(standard of living index, SLI4) 


Table 8 
Disparities in Malnutrition and Anaemia in Maharashtra, NFHS II, 1998 
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Disparities by Caste and Ethnicity 
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% Women With Anemia 48.6 
Indicator | LowSLI__| Middle SLI_| High SLI 
% Women With Anemia 42.7 


Source: NFHS II, 1998 


3. Inequities in Health Risks 


Biologically women and men face different health risks. E.g. Women’s biological vulnerability for sexually 
transmitted diseases is socially augmented by their low autonomy in reproductive and sexual health matters 
and the low value placed on their health by society. Lack of health information reduces the opportunity to 
prevent health risks and seek early and appropriate remedy. Women’s health is affected by cultural practices 
like low age at marriage, low autonomy in reproductive and sexual health matters, drudgery of work and 
associated morbidity and normalising of violent male behaviour against women within homes and outside. 
Women in reproductive age groups are more affected by burns, accidents and injuries within the home 
linked to domestic violence. On the other hand, men experience traffic accidents and work place injuries. 
Men are compelled to engage in risky sexual behaviour to adhere to gender beliefs pertaining to 
‘masculinity’. Promotion of condom as a contraceptive as well as a device for safe sex in public health 
programmes is often confronted by bartiers in male perceptions about pleasure and risk. More men smoke 
tobacco, engage in drug abuse, consume alcohol and die due to liver citthosis compared to women. 

In the sections below, few of the health risks that women particularly experience have been briefly covered. 


Though most of the tisks come within the ambit of medical attention, there continues to be serious gaps in 


research to alleviate women specific health problems and in availability of services to address these issues. 


Work Related Hazards, Aches and Pains 

More women report acute and chronic illnesses according to NSSO, 60" round (2004). Reported morbidity 
among women in the reproductive age groups is substantially higher than men, with a female to male ratio 
of more than 1.30 (NSSO, 2004). Most studies which focus on poor women report women complaining of 


4 The standard of living index is a composite index calculated by the International Institute of Population Sciences and ORC Macro and is based upon 


household ownership of possessions/consumer durables and land/livestock. 
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ot only the high levels of energy that women have to spend 
agricultural activities but also 1s coupled with their 
procreation roles, poor and gendered access to household and social resources. Substantially higher 
percentage of women reported difficulties in carrying out day to day tasks, experiencing aches and pains, 
difficulty in sleeping and depression in the World Health Survey (2003) for Maharashtra. One of the most 
neglected aspects is the amount of hard work and drudgery that is involved in women’s work. 


body aches and pains. This is closely linked to n 
in carrying out household, agricultural and non- 


Apart from poor socio-economic status of the household and women’s poor status within the household, 
the health care system has serious shortcomings in addressing women’s health in a comprehensive manner. 
Women face a variety of work related health hazards such as damage to the eyes and high prevalence of 
respiratory illnesses and kitchen accidents as a result of the cooking fuels and inefficient stoves. The World 
Health Survey found a higher proportion of women (30%) are diagnosed for cataract compared to men 
(19%). Chronic back-ache and uterus prolapse are a result of postures at work, repetitive work operations, 
carrying and lifting of weights and weakened support for the uterus due to multiple pregnancies. Several 
community based NGOs report high prevalence of uterus prolapse among women, but there is no 
systematic research done on the same. 


HIV & Related Morbidities: Inequities in Risk of Infection 


Biologically women face higher risk of contracting HIV infection due to the structure of their reproductive 
tracts. Untreated reproductive tract morbidities and STDs increase women’s vulnerability for HIV 
infections, which in turn may increase their risk of cervical cancer. In the RCH Survey (2002-03), women 
reporting at least one reproductive or sexually transmitted illness were 2 and '/ times that of men. Female 
sex workers form a vulnerable group for contracting the infection on account of their occupation, as do 
migrant workers, truck drivers and such other workers. Reduced access to health information and reduced 
autonomy over use of condoms or other reproductive and sexual health decisions augment women’s 


vulnerability to the infection. 


Based on the 2005 annual Sentinel Surveillance there are estimated 5.206 million HIV infections in the 
country. Out of this 38.4% are among women and 57% of those infected are in rural areas. This gives an 
adult prevalence of 0.91% in the country. HIV prevalence was >1% among antenatal mothers in 95 
districts, including 9 districts in the low prevalence states. Similarly, HIV prevalence was >10% in 34 STD 
sites across the country, indicating multiple heterogeneous epidemics. 


During 2005 the contribution of HIV infection from STD population group has been found to be 1.7 
million in comparison to 1.33 million during 2004. Maharashtra is considered to be a high prevalence state 
with 1% and over of HIV in the population. — 


A study done in a STD clinic in Pune screened 5321 STD patients for HIV seroprevalence. The results 
indicated HIV seropositivity was 13.9% among women who were not commercial sex workers (CSWs) 
47.4% in female CSW and 19.5% in males with history of exposure to CSWs and 17.3% in males without : 
history of exposure to CSWs. While HIV seroprevalence is high among high-risk populations, the 
difference, especially between men with and without ‘risky’ sexual behavior is narrow (Mehendale, 


Shepherd, et al., 1996). 
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Another study carefully examined Pap smear abnormalities and its association with HIV infection in women 
attending STD clinics in Pune city. Of the 244 women whose Pap smear results were analysed, 140 (57.4%) 
were HIV seronegative and 104 (42.6%) were seropositive. Majority of the women (185/244 — 75.8%) were 
sex workers. HIV prevalence was 49.2% (91/185) among them as compared to 22.03% (13/59) among the 
others. These figures are way above the sentinel surveillance figures mentioned earlier. The study found that 
women presenting with STD and who were also HIV positive had 2.81 times more risk of having an 
inflammatory Pap smear and 3.51 times more risk of having an abnormal Pap smear compared to HIV 
seronegative women without STDs. STDs not only facilitate HIV transmission but also cervical 
abnormality. This close link can increase the cervical cancer burden in the state which is already one of the 
high ranking causes of death due to cancer among women (Joshi, Chandorkar, et.al. 2001). 


According to NFHS-3 the knowledge of HIV and AIDS seems to be increasing compared to the earlier 
NFHS surveys. Men in general and men and women living in urban context have better knowledge. The 
RCH II survey data indicates widely prevalent misconceptions about transmission of HIV. Lesser women 
as compared to men have knowledge that consistent condom use can reduce chances of getting HIV/AIDS. 


Untreated RTI/STIs Load 


Closely linked to HIV seropositivity is the high percentage of men and women in Maharashtra with 
reproductive tract infections (RTI) and/or sexually transmitted infections (STI). Higher percentage of 
women had RTI/STI. However, higher proportion of men has sought treatment compared to women. 
Several untreated gynaecological morbidities compound the possibilities of HIV transmission as well as 
leads to an overall sense of ill-being among women. 
Table 9 
RTI/STI Prevalence and Treatment Seeking 


Source: RCH 2002-3 (IIPS) 


After the path-breaking study by the SEARCH team in 1989 (Bang, Bang, et. al, 1989), there have been 
several community-based studies that reiterated the existence of a large gynaecological load among women. 
A recent community based screening study in a Mumbai slum by the LTM Medical College found, of the 
164 women who had undergone gynecological examination, 20.73'% had cervical erosion, 6.71% women had 
cervical congestion and 14.02% had vaginitis. Pap smear examination showed 60% women with 
inflammation of cervix. However, women presented multiple complaints, they are: headache (26.4%), 
dysmenorrhoea (23.6%), low backache (23.6%), cough (17.8%), lower abdominal pain (17.8%), fever 
(10.3%), vaginal discharge (13.8%) and ulcers in the genital region. Women assume all these problems as 
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(Pandit, et.al. 2005). Cost of 


part of women’s lives and do not complain or seek treatment consistently 
treatment and male doctors were said to act as deterrents to seeking care. 


Cancers 


Deaths and morbidity due to cancers need attention in the state of Maharashtra. Among the leading cause of 


death in the league of non-communicable diseases among women in the reproductive age group, 
Maharashtra records cancers as the third most frequent cause. Among life style related factors that 
contribute to oral and liver related cancers smoking tobacco, chewing tobacco related products, poor oral 
hygiene, alcohol use are serious causes. The World Health Survey observed that tobacco consumption is 
30% in Maharashtra whether consumed or chewed. Three times higher among males (45%) compared to 
females (16%). It is greater among rural population (32%) than in urban population (24%). Higher among 
lower income quintiles (45%) compared to higher income quintiles (16%). Higher among elderly compared 
to younger age groups. In the case of alcohol consumption the prevalence is 17% for males and 0.4% for 
females, consumed more among the lower income quintiles and among elderly. Hospital and community 
based studies record the gender and socio-economic indicators in detail. 


A study conducted to ascertain the pattern, pathology, distribution and determinants of cancer in rural 
Konkan, observed that out of the total 212 patients (50.47% males and 49.53 females) cancers of the gastro- 
intestinal tract constitute the highest number of malignancies in males and cancers of the reproductive 
system among females. Leading sites of cancer among elderly are oral cavity, rectum, esophagus and lung 
(Mishra, 2005). A study to determine the prevalence of oral cancers and precancerous lesions in a 
community in Naigaon, Mumbai, examined 200 men and women with precancerous lesions. The prevalence 
was 53%, most of the cases were in the age group of 45-55 years and 58% of lesions were among women. 
Smoking and chewing of tobacco were found as the reasons (Talole, Bansode & Patki, 2006). The study by 
Pandit, Prabha, Shanbhag & Mayekar,(2005) which screened women for gyanecological morbidities found a 
significant number (32.18%) reported to be using tobacco daily in the form of mishri, paan, gutkha or sniffing. 
While most studies find the occurrence of many non-communicable diseases among the poor and low 
income households, they do not sufficiently probe to comprehend how poverty not only creates 
preconditions for poor health but mediates the same through gender, age and kinship hierarchy within the 
household. For women poverty is not only a gendered experience it is also an embodied experience. 


Violence and Crimes against Women as Health Risk 


Crimes against women have seen a steady rise in Maharashtra, with cruelty at home being the most 
widespread crime (see Annexure V). Significant rise is seen in the ctime heads - Dowry Prohibition Act 
(139%), Murder for Dowry (40%) and Attempt to Commit Murder for Dowty (28%), which signify violence 
faced by women within the home. Together these crimes constitute 54.7% of the crimes against women. 


Facility based studies in Mumbai reveal that over 20% cases visiting the emergency department were definite 
cases of domestic violence and more than 40% were cases of ‘possible violence’. More than 25% of 
pregnant women visiting an antenatal clinic had experienced violence during pregnancy, mostly by family 
members (Daga, Jejeebhoy, Rajgopal, 2004). An urban community based study found 64% of ever-married 
women had faced violence (Khot, Menon, Dilip, 2004). ‘Burns’ in Maharashtra causes a substantial number 
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of deaths in the reproductive age group (15.2%), twice the all India figures (7.1%) (RGI, Survey of Causes o 

Death (Rural), India (2002). According to NFHS III, 35% rural oe a — nee sae pss, 
experiencing spousal violence. A hospital based study from Nagpur noted the male-female death ratio due 
to 2 ae is 1:2.9. Most of the victims of burn deaths were between 11-40 years with peak at 21-30 years 
(47.1%). Married women outnumbered unmarried ones in burning (Ambade & Godbole, 2006). 


The official records of sexual violence in the Crimes in Maharashtra Report are a gross under-reporting and 
a sad commentary both on status of women and law enforcement. About 45% of crimes against women 
reported either constitute sexual violence or lead to sexual violence. The last decade has seen increasing 
instances of acid burns, one more addition to the spectrum of violence faced by women, this one faced by 
young women for spurning unwanted lovers. Needless to say that violence is a physical and mental health 
hazard, besides considerably lowering the quality and autonomy of women’s life. 


Lorie Heise et al (1995) have enlisted health risks related to violence and the consequences of violence on 
women’s health. Health risks include inability to use condoms and violent sexual initiation leading to fear of 
sex and loss of pleasure. Health consequences range from STDs and HIV, Unwanted pregnancy, Abortion 
related morbidity and mortality, Miscarriage and low birth weight from battering during pregnancy, 
Premature labour and Gynaecological problems to Suicide or Homicide related to stigma of violence. 


Mental Health: Neglected Area 


Among several non-communicable diseases that women endure, mental health is an area neglected by 
families because of the stigma attached to seeking care and the traditional beliefs that are held. Further, the 
available health services are inadequate and presumably not gender sensitive. The World Health Survey 
(2003) had gathered self reported morbidity and coverage (percent of persons treated) for six non- 
communicable diseases. They are angina, arthritis, asthma, diabetes, depression and psychosis. The survey 
observed a prevalence of 27% indicated each for arthritis and depression followed by angina (18%) and 
asthma (5%). Highest coverage is indicated for diabetes (71%) and angina (65%). On the other hand lowest 
coverage is indicated for depression. A greater proportion of males have been diagnosed with angina, 
asthma and diabetes whereas a greater proportion of females were diagnosed with arthritis, depression and 
e six non-communicable diseases, depression emerges high- urban (38%) and rural 
(24%). However, coverage for depression seemed to be low for both males and females. The World Health 
Survey (2003) had also probed into questions of ‘worty or anxiety’ in the last 30 days in Maharashtra. The 
survey found that 50% males and only 39% females reported that they have no worries and anxieties. 
Higher proportion of women, individuals belonging to rural areas, of low levels of education, of higher ages 
and lower incomes reported moderate to severe levels of worry of anxiety. These findings do indicate the 
general existence of distress linked to issues of employment and growing agrarian distress in the countryside. 
In Maharashtra, the non-communicable disease load coupled with communicable disease load will have 


setious repercussions for the poor in general and women in particular. 


psychosis. Among all th 
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4. Inequities in Access to Health Care | 
Inequities related to health status, health risks and lack of health information could be remedied if health 
systems recognise these risks and provide equitable access to comprehensive health care and also design 
health programmes to address vertical inequities. Gaining access to health care is considered to be one of 
the most important ways in which one can recover from morbidity / ill health or one can receive timely 
medical support (for e.g., at the time of delivery) and avert possibilities of life threatening causes of death. 


In terms of actual use, there are several factors on the supply (service delivery) side and on the demand 
(familial or community) side that create barriers to access. Non-availability of services, physical distances, 
lack of transportation facilities, insensitivity and lack of responsive health personnel, lack of privacy within 
the hospital setting, non-availability of medicines, doctors, for example, create the supply side barriers. 
Health beliefs, attitudes, knowledge and experience at the community and familial level (demand side), 
which vary across social strata create barriers or enabling resources for seeking health care. At the familial 
level, cultural practices that govern distribution of labour, resources and decision-making on the basis of 
age, gender, ability and kinship status determine members’ access to health care services. 


Health Systems Fostering Inequities 


Free and full access to public health care services can go a long way in overcoming health inequities and 
establishing equity in health outcomes. Unfortunately health care services often do not fulfill stated 
objectives due to limitations in viewing women’s health in terms of maternal health and poor quality of 
services. The weakening of the public health system and a growing private health sector also augment 
inequities in health care, reconfigure the utilisation patterns and increase household indebtedness due to 
expenditures on health. This section highlights the role of the health care system and the policy 
environment in augmenting the inequities in health care access. 


Field based studies and intervention projects identify several supply side issues that create barriers for 
women to seek antenatal care and delivery services in Primary Health Centers and rural hospitals. A PHC 
based initiative by Foundation for Research in Community Health in Ahmednagar district, identified several 
weaknesses like badly functioning or non-availability of equipment, poor skills among the health workers, 
inefficient work schedules, lack of drug supplies, poor access to services in villages that do not have a health 
service. The evidently poor quality services and women’s perceived poor quality of services force them to 
seek private health care or opt for home deliveries (Barua, Waghmare and Venkiteswaran, 2003). 


Poot Quality Services and Iatrogenic Morbidities 


Little attention is paid to women’s health before pregnancy or after sterilisation by the public health system. 
This leaves the entire gamut of reproductive tract infections and sexually transmitted infections out of the 
purview of diagnosis and treatment. While reproductive morbidity gets scant attention from the health 
system, studies point that poor quality reproductive services may actually enhance this morbidity. 


Women often also attribute several of these morbidities, especially backache to sterilisation operation. 
However, this has never been acknowledged or affirmed with well-designed research studies. Health care 
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services also do not take note of special health ptoblems faced by women. Women also undergo 
hysterectomy to deal with excessive bleeding and untreated gynaecological problems. Women strongly 
perceived sterilisations and/ or IUD insertions to be linked to reproductive tract infections in studies carried 
out in rural Karnataka and slums of Mumbai (Bhatia and Cleland 1995; Parikh et.al., 1996; Koenig et.al., 
1998, Sabala et al, 2002). One study in Karnataka reported that sterilised women had a significantly higher 
level of laboratory confirmed lower reproductive tract infections (Bhatia and others, 1997). A study of pelvic 
inflammatory diseases (PID) in Mumbai concludes that invasive procedures such as sterilisations, IUD 
insertions and abortions are responsible for majority of reproductive tract infections rather than sexually 
transmitted diseases in the city (Gogate and others, 1998). While there are no studies conducted as yet, field 


based experience indicates growing incidence of hysterectomies often attributed by women to problems 
with sterilisations. 


NFHS III reports 51% of currently married women aged 15 to 49 had undergone sterilisation. As per 
NFHS-2 (1998-99), the median age at sterilisation for women declined from 26.1 years in 1984-85 (8-9 years 
before NFHS 1) to 24.6 years in 1990- 91 and has since increased steadily to 25.3 years in recent years. The 
NFHS-2 (1998-99) which probed into the reasons for women not using contraception in Maharashtra, 
found 22.7% women between the ages 15 — 49 years have attained menopause or have undergone 
hysterectomy (the disaggregated data is not available). This finding signals premature menopause among 
women linked to anaemia. Hysterectomy among women should also be seen in the light of low age at 
sterilisation of women in Maharashtra. Sterilisations are the method of choice to complete the family and a 
majority is performed on women. Male sterilisations have steadily reduced from 6.2% (NFHS-1, 1992-93) to 
3.7% (NFHS-2, 1998-99) to 2.1% (NFHS-3, 2005-06) 


Studies reveal a high prevalence of diagnosed as well as self reported reproductive health problems in 
women, including infections and uterus prolapse. Women’s health activists in Maharashtra have 
documented poor quality of services in sterilisation camps. Hygiene, dignity and privacy of women are easily 
compromised in a camp setting. Besides women often have to wait long hours on an empty stomach for the 
surgeon. The plight of women in a tubectomy camp at Haveli PHC in Pune District of Western 
Maharashtra was documented and presented at a Public Hearing to highlight denial of health care organised 
by the Jan Arogya Abhiyaan in 2004. A study of laparoscopic sterilisation camps in Maharashtra and 
Gujarat, recorded a caseload of 8 per hour per surgeon in Mumbai and 16 per hour per surgeon in Baroda, 
which is very high (Bhatt, 1988). Other studies have also recorded poor conditions of sterilization camps, 
pressures on those conducting sterilisations to complete targets set and poor overall quality of care at these 


camps ( Koenig, et.al., 2000). 


Regional Imbalances in Availability of Health Care Services 


There are regional imbalances in the availability of public health care services in Maharashtra with poor 
districts more neglected both by the public and private health sectors. The overall urban rural disparity in 
availability of health care services also distorts the utilisation of maternal health care services. Women in the 
rural areas ate twice as likely to forego antenatal care, and more than three times unlikely to get institutional 
or health personnel support for delivery. There is also wide variation regionally in Maharashtra with better- 


developed regions better able to access maternal health care services from public as well as private sources 


than the under-developed regions. 
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Use of Public & Private Health Care for Delivery: 

Though there is steady rise in institutional deliveries being registered through the various surveys ae 
NFHS, there are regional variations in using public and private health care services for ANC as well as 
deliveries. The RCH (2002-4) data shows the overall use of health care Is low for ANC and delivery in the 
underdeveloped regions. However, when health care is sought there is higher utilisation of public health care 
compared to the developed regions. Government health services are utilised more in Vidarbha and 
Marathwada as compared to Western Maharashtra, Konkan and North Maharashtra pointing to the 
existence of a thriving private sector in the latter compared to the former. More than 50% of women in 
western Maharashtra and Mumbai approached the private sector also for ANC. In Marathwada public and 
ptivate facilities are almost equally used. In Jalna, Latur and Nanded utilisation of government facilities is 
substantially lower. For post delivery care and complications related to the same, side effects of sterilisation 
as well as treatment of RTI and STI, women seek the private sector (Annexure VI). The public health 
system does not seem to adequately cater to these problems faced by women. 


Regional, Class and Caste Disparities in Maternal Health Care: 


Among the women who have delivered a child in the last five years in Maharashtra, 66% received full 
antenatal care and 46% received skilled care at the time of delivery. The proportion of women receiving care 
at the time of delivery is four times higher and the women receiving antenatal care is two times higher in the 
higher income quintiles compared to the lower income quintiles. The percentage of women receiving at least 
three antenatal checks prior to delivery has increased from NFHS-I to III. Again as has been witnessed 
tepeatedly, poorer women, those living in rural areas and Scheduled Tribe (ST) women and Da/t women 
fare worse in getting maternal health care. The STs are seen to be disproportionately discriminated. 


Table 10 
Disparities in Maternal Health Care 
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Th ) TRAN 
ni STs are seen to be disproportionately discriminated compared to SC women with one in four ST 

nts petri visi antenatal care (see Figure 5). More than 60% of deliveries among the rural women were 
hon-institutional, a majority of these unattended by skilled personnel, with ST women faring even worse. ST 


community seems to bear double discrimination of bei hysically isol 
feriiie esecias being culturally isolated eing physically isolated in geographically difficult 


Figure 5 
Disparities in Maternal Health Care 
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Women’s access to health care is socially mediated and depends on the value attributed to their health by 
family and society. Gender influences access on its own or interacts with other stratifiers such as caste and 
class and produces different effects for different groups, or both these phenomena may occur 
simultaneously. Women face discrimination in terms of access to health care at the household level or within 
the hospital setting despite their socio-economic situation. lyer, Sen and George, (2007) call this ‘pure bias’ 
and that which is produced due to income effects as ‘rationing bias’. Pure bias results from women’s status 
in society, roles and responsibilities, and the value attributed to their health irrespective of the family 
income. Rationing bias is seen in the way limited resources are distributed within the household to meet 


health care needs. Poor women faced both pure and rationing bias. 


This section explores issues of ‘pure’ bias and ‘rationing’ bias in women’s access to general and reproductive 
health care within the context of class, caste and ethnicity. 


60" round (2004). However, the hospitalisation rates per year per thousand are relatively lower for women, 


and untreated illnesse 


the 16 to 39 age group and 40 to 
hospitalisations are 0.96 and 0.81 respectively for the same age groups. The data demonstrates age and 


gender bias in access to hospital care (see Table 11 & 12). 
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both men and women reported substantially high rates of morbidity, indicating increased 
health problems in this age group. There is insignificant difference between the two sexes. inatiagitie 
more elderly persons required hospitalisation as compared to the younger age groups. However ee 
number of women were hospitalised, with a female to male sex ratio of 0.8. Complementing this, the 


number of untreated illnesses is higher for elderly women than for men, 


Among the elderly, 


Table 11 
Proportion of Persons Reported as Ailing in Last 15 Days, Maharashtra 2004 


Proportion Ailing Per 1000 Female/ % Reporting Untreated 
Population Male Ailments 


Characteristics 


Table 12 
Proportion of Persons Reported to be hospitalised in Last 365 Days, 
by Selected Background Characteristics, Maharashtra 2004 


CRatacteriaiies Proportion Hospitalised Per 1000 Population Female/ Male 
| Male {| Female [| Combined __ Ratio 


Utilisation of Health Care Services 


Overall utilisation of private care is on the rise. However, the disaggregated data by caste, tribe and 


occupation status show that those approaching public facilities for in-patient treatment are largely from the 
Scheduled Caste and Scheduled Tribes. 


5 The discussion in these sections refer to Tables in Annexure VI 
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More women overall (35%) availed of public sources of treatment than men (28%) in 52™ sound of NSS 
(1995-96). Public facilities appear to rank lower on the preference list of people than private facilities but 
may be preferred over informal systems when decision making to seek health care is made. Iyer, Sen and 
George (2007) found that poor men approached public facilities more than poor women. Poor women from 
agriculture labourer and casual labourer households are more likely to avail services from informal providers 
and non-poor men and women preferred private nursing homes/ hospitals. 


This clearly indicates a gradient from informal providers to public facilities to private doctors and nursing 
homes, with the latter preferred and the choice is governed by various factors like the capacity to purchase 
health care, presence of services, perceived quality of care and lack of effective public health facilities. The 
growing indebtedness due to seeking private health care for various health problems including catastrophic 
illness has to be viewed along with the information on choice of health care provider. 


The gender difference in source of treatment has narrowed in the 60" round (2004), yet gender differences 
remain considerable among the Scheduled Tribes (Table G, annexure VII). Other data also shows a mixed 
picture of gender differences in source of treatment with both men and women more or less equally 
accessing public and other sources of treatment. Exploring what these other sources of treatment are would 
shed more light on the issue (refer to tables in Annexure VII). The data presented here reiterates from an 
equity perspective the demand of civil society groups that the public health sector be revamped and 
strengthened to meet people’s health needs and the private sector be regulated for the same. 


Expenditure on Ilnesses° 


Expenditure on women’s illnesses is systematically lower than men’s across all age groups and irrespective 
of the source of treatment, whether public, private or other. (Table 13, Table B, C and D in Annexure VI jt 
Nearly 40% women as against 25% men reported financial constraints for not undergoing any treatment. 
57% men reported ailment not being serious as reason for non-treatment. The level of untreated ailments is 
even higher according to micro level studies, which also show that untreated ailments are higher among 
females than males. Men are privileged in terms of utilisation of health care facility irrespective of their age 
as compared to women. Further more, the figure for no treatment among women is four times higher than 
that of men, for which the main reason was lack of financial resources. (Madhiwalla et. al., 2000; Nandaraj, 


S. 2001). 


According to the 60" round data, contrary to observations in other age groups, elderly women have 
accessed outpatient care less often from the public sector (female to male sex ratio 0.8) and more often from 
other sources. Marginally lesser women have accessed in-patient care from the public sector. Though 
average expenditure for outpatient care of elderly women was lesser than for the men (difference of Rs 67), 
the average hospitalisation expenditure was more for the women. Keeping in perspective the data about 
higher morbidity as well as untreated ailments among the elderly, this information seems to indicate that 
elderly individuals or families who care for them access private health care, when they choose to seek 
medical care. Older women (40 -59 years) are able to exercise more control over their lives and command 


more resources for their well being than the younger women. 


Se 
° Unless otherwise stated all the tables in this section are based on 60" round data of the NSSO 
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Table 13 : 
Average Medical Expenditure on Outpatient Treatment in Last 15 Days 
by Selected Background Characteristics, Maharashtra 1995-96 & 2004 


“ae Average Expenditure (in Rs. 
Characteristic 1995-96 7004 


Gender and Tribe Disparities in Access to Health Care: 
Observations from NSSO 60" Round point to - 
(Refer to tables E, F,G in Annexure VII) 


e The Scheduled Tribes being worst off in all parameters of health seeking behaviour. E.g. Members 
of Scheduled tribes are more than thrice as likely to receive no treatment for ailments compared to non- 
tribals. 


e Women from the Scheduled Tribes fare worse than men in access to health care. More women from 
ST category were reported ailing (female to male ratio -1.70). On the other hand ST women were 8% more 
likely to receive no treatment than ST men. 


e They were also 3.5 times more likely to receive no treatment than ‘others’ and 4 times more likely to 
receive no treatment than women among ‘others’. (Table 18 and 19 in annexure) Women from the STs are 
bearing the larger brunt of overall gender differences among untreated ailments as well as differences 


between the scheduled tribes and others. Thus the women are doubly discriminated against, as members of 
Scheduled Tribes and as women. 


Gender, Class and Health 


Gender differences a in reporting of ailments, seeking care — inpatient or outpatient along class and caste 
lines. The NSSO 60" round data that provides a comprehensive understanding on these issues point out to 
the following patterns: (Refer to Tables H,IJ, & K in Annexure VII) 


e Women across all class sections have lower proportion of hospitalizations than men. 


¢ Both men and women in the lowest quintile reported lower levels of ailments and hospitalizations 


and with negligible gender differences (female to male ratio of 0.93). Thus illnesses among the poor and 
under-privileged remain unacknowledged. 


¢ Untreated illnesses show little difference among men across the income groups, except in the highest 


i oe, But untreated illnesses are dramatically high for women in the lowest income group (19% 
and nearly twice as much as men). Women thus bear greater burden of reduced resources and forego 
treatment in the poorest sections. 

¢ Nearly 40% women as against 25% men re 


7 ported financial constraints for not undergoine an 
treatment. 57% men reported ailment not being serio pare 


us as reason for non-treatment. 
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* Women in the highest income quintiles reported higher ailments, the female to male ratio being 1.22. 
Ss ratio is dramatically reversed to 0.7 for hospitalisations in the same quintile, lowest among all income 
groups. The female to male ratio of reported ailments and hospitalisations shows an inverse relationship. 


Type of family and access to familial support structures seem to impinge on women from higher income 
groups availing of hospitalisation. Iyer, Sen and George (2007) found that women earners among the non- 
poor in nuclear families: were especially constrained to seek treatment, as they had no one to share their 
productive and reproductive work. In these circumstances women seem to forego treatment rather than 
forego household responsibilities 


Table 14 
Percentage of Untreated Ailments Reported in Last 15 Days by Sex 
and Quintile Groups, Maharashtra, 2004 
% Reporting Untreated Ailment 


0-20 
20-40 


Source: Based on 60% round (2004), Maharashtra NSSO 


_ Occupation Group and Illnesses (Refer to Tables J & K in Annexure VII) 


e Families engaged in agricultural labour in the rural economy and casual labour in the urban economy 
are the poorest and most underprivileged. Among these both men and women report lowest levels of 
illnesses. 

© Non-treatment of illnesses is also highest for households engaged in agricultural labour (18.3 % 
aggregate for men and women) and in casual labour (11% aggregate). 

© Men and women bear similar burden of non-treatment in the agricultural labour category, but 
women bear nearly double the burden of non-treatment in casual labour households. 

e Among hospitalisations, men seem to have no significant differences in proportion of 
hospitalisations (ranging between 30 and 36 per thousand) across occupation groups, if we leave out the 
category ‘others’ (62 per thousand). 

© On the other hand, significantly lesser proportions of women (21 per 1000) among agricultural 
labourers availed hospitalisations than the men (32 per 1000) and among casual labourers (20 per thousand 
for women) the difference is again similar (32 for men). Thus women from the most marginalised 
households bear a disproportionate burden of non-treatment. 
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Conclusions 


This chapter focused on four kinds of inequities women face. The first are the inequities faced by women as 
compared to men, the second kind of inequities are those faced by women from a relatively affluent state 
(Maharashtra) as compared to women in other states with lower economic prosperity but more equitable 
outcomes (e.g. Kerala and Tamil Nadu). The third are regional inequities between rural and urban areas and 
regions of the state and the fourth are the inequities within women based on social stratifiers of tribe, class 


and caste. 


Inequities as Compared to Men 

Women face barriers to health determining factors such as literacy and secure income generation, 
compounded by unhealthy living conditions, excessive work burden, lack of sanitation and safe water 
sources and low standard of living. Gender inequities also manifest in pernicious forms such as a low sex 
ratio and low age at marriage, which indicate further neglect and exploitation, which is more difficult to 
measure. Children and women ate worse off than men in case of undernutrition and anaemia contributing 
to a vicious cycle of low birth weight, disease and premature death. Women face special health risks such as 


e Those of reproductive tract infections and higher risk of HIV transmission due to biology coupled 
with reduced autonomy 


e Cataract and Respiratory health problems due to indoor air pollution 


e Aches and pains, arthritis and vaginal and uterine prolapse due to excessive work burden and 
occupational hazards 


e Mental health problems and depression 


Women’s health care needs are inadequately acknowledged, and further women do not receive health care in 
proportion to their acknowledged needs either. They have more untreated illnesses, reduced hospitalisation, 
and reduced expenditure on their health care and source of health care of a lower grade as compated to 
men. Women have an enhanced need for reproductive health services and additional needs of maternal 
services, but receive less than their needs. 


Inequity as Compared to Kerala 


Women in Maharashtra are worse off than some other states such as Kerala in health determining 
parameters such as lower standard of living, lower access to good housing, lowet access to toilets and 
sanitation. Women in Maharashtra suffer higher levels of undernutrition and anaemia, and higher child and 
maternal mortality among other indicators. 


Regional Inequitics 


Women are not homogenous in their experiences of health status and access to health care, though generally 
women in each category ate worse off than men in those categories. Rural women and women in urban 
slums fate worse in terms of malnutrition and anaemia, access to maternal, reproductive and general health 
care and pregnancy outcomes. pres , 
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[nequities Based on Class, Ethnicity and Caste 


Poorer women, ST and SC women are the worst off in all parameters of health determinants, health risks, 
health status and access to health care, with ST women especially discriminated against. Nearly the entire 
burden of untreated illnesses among the poorest ‘people’ is explained by the gaps for the poorest ‘women’ 
and the same burden among the ST population is explained by untreated ailments in ST ‘women’, 


Convergence of Inequities 


Inequities suffered by rural women, poor women, ST and SC women ate in reality largely faced by rural, 
poor, SC or rural, poor, ST women, among others.. Thus inequities measured for discrete groups are 
actually experienced by the same women falling in each of these groups, thus multiplying many times the 
effects of inequities, 
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Annexure I 
Revions and Districts of Maharashtra 


Regions __} Distets Within Regione Districts Within Regions Districts Within Regions 
a 
——— 


—_— i 
Siedhudong __ Vidarbha Chandrapur 
——— Gadchiroli 
en cna 
aes ecacnae 
Maharashtra : 
a 
Kethep pur Aurangabad 
pagers ead 
North Maharashtra oa 


‘aot Latur 


Annexure II 


es 
[GraterBomby | 8 | 
1 5S aes 101 

as 
a 


[ Top 5 Ranked Districts | | IMRMale 
as ey 
Bae 
a 


A Report on Health Inequities in Maharashtra @ 106 


Lakshmi Lingam & Amita Pitre 


Annexure II] 
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Source: RGI, 1997. 


Annexure IV 
Quality of Ante Natal Care 


Mothers who had at least 3 antenatal care 
visits for their last birth (% 

Mothers who consumed IFA for 90 days 
or more when they were pregnant with 
their last child 

Births assisted by a 
doctor/nurse/LHV/ANM/ other health 


a doctor /nurse/ LHV/ ANM/other 
health personnel within 2 days of delivery 


for their 
last birth 


Source: NFHS III, Fact Sheet for Maharashtra 
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Annexure Ls 
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Source: Crime in Maharashtra, 2006 
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a Annexure VI 
Percent Utilising Health Care Services From Private Sector for Selected 
RCH Services by Districts, Maharashtra, 1998-99 
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Source: Based on CORT (1998 & 1999), RCH-RHS Survey reports, various district reports 


*figures based on phase one survey 
# Only institutional deliveries were considered 
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Annexure VII 
Health Care Utilisation Tables 


VII A: Sex-Wise Utilisation of Outpatient and Inpatient Treatment by 
Type of Provider, Maharashtra 1995-96 & 2004, NSSO 
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VII B: Average Medical Expenditure on Inpatient Treatment by Sex, 
NSSO, Maharashtra 1995-96 & 2004 


Source: Based on 52"4 round (1995) and 60" round (2004), Maharashtra NSSO unit level data. 


VII C: Average Medical Expenditure for Non-Hospitalised Treatment Per Ailing 
Person During A Period of 15 Days by Ag 


VII D: Average Medical Expenditure Per Episode of Inpatient 
Treatment by Sex and Ag 
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Vil E: Proportion of ST Men and Women Ailing and Seek Public /Private Care 


All Data for ST_ [Male | Female | Total 
Proportion ailing in last 15 days per 1000 population 
Percentage of untreated ailments reported in last 15 days 


Proportion of persons reported to be hospitalised in last 


Utilisation of inpatient treatment from public providers 


Source: Based on 60" round (2004), Maharashtra NSSO 


VII F: Percentage of Untreated Ailments Reported in Last 15 Days 
by Sex and Caste Categories, Maharashtra 2004 


[Male | Female [Tol | 
Social Group 
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Source: Based on 60" round (2004), Maharashtra NSSO 


VII G: Utilisation of Inpatient Treatment From Public Providers 
by Sex and Selected Background Characteristics, Maharashtra 2004 


0 a ° 
% Seeking Care from Public Sources 


Scheduled Caste 


Source: Based on 60% round (2004), Maharashtra NSSO 


ported as Ailing in Last 15 Days, Maharashtra 2004 


CLaatie: Proportion Ailing Per 1000 Population Female/ 
premise [Male | Female | Combined | Male Ratio 


MPCE Quintile 


Source: Based on 60% round (2004), Maharashtra NSSO 
Note: MPCE Quintiles are based on Monthly Per Capita Expenditure classes and are used as a proxy for 


income groups. 0 to 20 quintile represents the bottom 20% income group and 80 to 100% represent the top 


20% income group. 
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Source: Based on 60th round (2004), Maharashtra NSSO 
VII J: Percentage of Untreated Ailments Reported in Last 15 Days 
by Sex and Occupation Categories, Maharashtra, 2004 
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Source: Based on 60% round (2004), Maharashtra NSSO 


VII H: Proportion of Persons Reported to be Hospitalised in Last 365 Days, 
by Type of Occupation, Maharashtra, 2004 
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Urban household type 
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Source: Based on 60 round (2004), Maharashtra NSSO 
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Conclusions and Policy Recommendations 


Drafted by Abhay Shukla 
based on chapters by Srijit Mishra, Ravi Duggal, Lakshmi Lingam and Amita Pitre 


When they visit the metropolis of Mumbai, international tourists as well as first time visitors from smaller 
towns or villages, often comment on the sharp contrasts that are visibly obvious in this ‘maximum city’ — 
which are clearly sharper than in any other place in India. The stark disparity of gleaming skyscrapers side by 
side with humble jhopadpattis in the capital of Maharashtra, is just a reflection of the large scale economic 
inequities in the state. 


These socio-economic inequities have been discussed in detail in Chapter 2 and are summarised here by 
looking at certain key indicators. Further we have seen in Chapters 3 and 4 how despite public 
commitments to ensure health services for all, there are major inequities of Health status and access to 
Health care; the related key findings are briefly reiterated here. Based on the cross-cutting gender dimension 
of Health inequities analysed in chapter 5, certain key issues have been summarised here. Further we look at 
time-trends, attempting to examine whether these inequities have decreased or increased during the last 
several years. We have also attempted to look at convergence between various axes of inequity. This is 
followed by certain policy recommendations, suggesting as to how we can move towards a Maharashtra 
which has a more just approach to the health of all its citizens, which has greater health equity, based on 
purposive public action in the spheres of public health and determinants of health. 


1. Conclusions 
A. Maharashtra has Major Socio-Economic Inequities despite Economic Growth 


Despite high growth rates and a high GSDP, Maharashtra is one of the most unequal states in the country in socto- 
economic terms, as seen from the following facts: 


Rich State With Many Poor People: 

Maharashtra is among the top two or three states in the country regarding per capita income, but poverty 
ratio is much higher than expected, being slightly above the national average. Estimates for 2004-05 indicate 
a poverty ratio of 30.7% in Maharashtra which is somewhat higher than India's 27.5%. We need to further keep in 
mind that there are problems with the officially defined poverty line, which does not necessarily identify all 
households with inadequate levels of consumption. If we look at actual caloric intake, then according to 
recent NSSO 61" round data, 68% of households in rural areas and 74% households in urban areas of 
Maharashtra have caloric intake below the norm (below 2700 calories per day). Thus needy or poor 
households are likely to be actually many more than those identified by the poverty line. We also need to observe that basic 
food security in Maharashtra is worse even than the national average, since the same report shows that in the country 
61% households in rural areas and 63% households in urban areas have inadequate caloric intake. 


A Report on Health Inequities in Maharashtra @ 115 


Conclusions and Policy Recommendations 


tributed in Maharashtra than at the national 
the poor, resulting in high levels of poverty 


Overall we can surmise that incomes are more unequally dis 

‘ ’ . ’ 9 
level, and higher per capita income has not ‘trickled down’ to 
and inadequate food security. 


Agriculture supports most of the population but has very low share of income: 

More than 55% of Maharashtra's workforce is dependent on agriculture (2001 census). However 
agriculture's share in the State domestic product is just 10% (2004-05). It is obvious that the large 
population dependent on agriculture has a very inadequate share of income, and hence higher levels of 


povetty. 


Large gap between urban and rural areas: In urban areas of Maharashtra, monthly consumption 
expenditure (MPCE) is Rs. 1148, which is double compared to expenditure in rural areas at Rs. 568. This 
large gap between urban and rural economic status is higher in Maharashtra compared to most other major 


states of India. 


Scheduled castes, scheduled tribes and Muslims bear a heavier burden of poverty: 

54% of SC / ST population in rural areas were below poverty level in 2004-05, this is more than double 
compared to other Hindu caste groups where poverty level was at 24%. Similarly, in urban areas, SC j ST 
population had high poverty estimates of 43% compared to 24% among other Hindu caste groups. It is 
striking that poverty levels among Muslims in urban areas was as high as 55%, more than double compared to other 
Hindu caste groups. 


Some regions are better off, other regions are very poor: There are major economic disparities between 
different regions of Maharashtra. On one hand, Konkan (including Mumbai) had poverty level of 12.9% and 
Western Maharashtra had poverty level of 15.6%. On the other hand, Marathwada region had higher 
poverty level of 31 % and Vidarbha region had a much higher poverty level of about 39%. Thus poverty 1s three 
times higher in Vidarbha region compared to Konkan region. As a further example of this contrast, per capita income 
in Gadchiroli district (Rs. 7577) is only around one-fifth of the per capita income in Mumbai (Rs. 35483)! 
District wise Human development index for Mumbai was calculated at 0.96, compared to 0.21 for 
Nandurbar and 0.18 for Gadchirolli. 


Major gender inequities in literacy and education: Maharashtra has a reputation of having higher female 
literacy and better status of women. While overall literacy is higher in the state, there are surprisingly high 
gender gaps in literacy. The Gender Differential Indicator in Maharashtra (indicating inequity in literacy 
levels) has been consistently higher than at national level, with a GDI of 0.58 compared to national figure of 
0.47 in 2001. The years of schooling in rural areas among ST females are just 1.7 years, for SC females are 


dong and for other caste group females 3.5 years — compared to 5.6 years for other caste group rural 
males. 


Farmers! suicides signify the continuing agrarian crisis: Despite a small group of farmers producing 
Alphonso mangoes and grapes for the global market, there is an overall agrarian crisis in Maharashtra, which 
manifests in its sharpest form as farmers suicides. In Maharashtra in 2004, 4147 farmers committed Geicide 
followed by 3926 farmers ending their lives in 2005. There has been a 288% increase in male farmer Suicides 
between 1995 and 2004; suicide mortality rate nearly quadrupled during these years from 14.7 to 57.2 
Suicide Mortality Rate among male farmers in 2005 was 54.9, which is almost four times hinher than 13.8 
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for the male non-farmer population! Moving beyond the state average if we look at Vidarbha region, the 


A mortality rate has been stunningly high in districts like Buldhana (191), Amravati (144) and Yavatmal 


B. Maharashtra has Large Scale Inequities in Health Status and Health Care 


Despite being one of the richest states in the country, Maharashtra has large-scale inequities in Health status and 
health care. The less privileged have poorer health and much poorer access to health care, compared to the 
more privileged. This signifies a failure of the state to ensure adequate health services and basic health 
telated conditions for the less privileged; the public health system has fallen short of its duty to protect the 
poor and marginalised. The following dimensions of health inequity substantiate this: 


Maharashtra ranks high in income, low in public health: Comparing to other states, although 
Maharashtra ranks among the highest in the country in per capita income, it ranks way down for public 
health related indicators. It nationally ranks 25" in terms of public health expenditure as a proportion of 
government spending; it ranks 25" in the country concerning availability of a government facility in the 
village and ranks 31st among states in terms of proportion of women visiting government health facilities 
related to pregnancy. 


The poor are condemned to poorer health, worse access to health care 

While poverty is a widespread reality in the state, health services being weak have been unable to rescue the 
poor from the worst health effects of poverty. According to NFHS-2 data, under-five mortality for 
Households with Low standard of living is 98, which is over three times higher than under-five mortality for 
Households with High standard of living, which is 32. Similarly, infant mortality rate for Households with 
Low standard of living is 70, which is almost two and half times higher than IMR for households with High 
standard of living which was 29. 


Coming to access to health care, we find that lower income groups have much wotse access than higher 
income groups. For example, the annual hospitalisation rate is half among men from the poorest expenditure bracket, 
compared to men in the richest expenditure bracket (MPCE quintile). Similarly, proportion of women not receiving 
antenatal care in the poorest fifth of the population is ten times higher compared to women among the 
richest fifth. 


Similarly, the proportion of households which had to sell assets ot take loans to pay for hospitalisation in 
last one year is twice as high in the poorest quintile (53%) compared to the richest quintile (26.5%). 
Proportion of untreated ailments in last 15 days was more than double among poorest quintile households 
(15%) compared to richest quintile households (6.8%). 


This situation is getting worse for the poor with increasing costs of health care, which is mostly privatized, in both 
rural and urban areas. The cost of an average episode of inpatient care was Rs. 3997 in rural areas and Rs. 
3089 in urban areas in Maharashtra in 1995-96. However, according to recent NSS data this has gone up 
substantially in 2004 to Rs. 6160 in rural areas and Rs. 10114 in urban areas. 
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Rural Maharashtra has Worse Health, Poorer Health Services Compared to the Cities 

People living in rural areas of the state have significantly worse health status than people living in urban ‘aah a 
A striking illustration of this is that according to recent figures, Infant Mortality Rate (IMR) in rural areas ts 31, 
more than twice as high as for urban areas at 22. What is even more disturbing is that while IMR in pape ie 
has declined in this period, IMR in rural areas has remained stagnant at 51 during the seven years between N - 


(1998-99) and recent NFHS-3 (2005-06)! 

This is linked to poorer access to health care for rural areas of Maharashtra: 3 | 

Urban areas have 140 Allopathic doctors per lakh population, compared to just 24 per lakh in rural areas; 
thus rural areas have almost six times lower availability of doctors. Urban areas have per 244 Nurses per lakh 
population, compared to just 65 per lakh in rural areas. Here again there is almost four-fold lower availability of 


nurses in rural areas compared to cities. 


The vast majority, a whopping 93% of hospital beds are in urban areas. Hospital beds per lakh persons are nearly 
twenty times lower in rural areas (22 beds per lakh) compared to urban areas (432 beds per lakh). Although a 
proportion of the urban hospital beds cater to rural patients, there is no doubt that there is major 
disproportion, which indicates inadequate planning and regulation regarding the development of both 
private medical services and the public health system. 


Further if we look at public health expenditure, instead of being spent equitably, it is skewed towards urban 
areas. It has been estimated that while public health spending in urban areas is about Rs. 275, in rural areas it 
is much lower at Rs.114. 


As a consequence of this serious misdistribution, which includes public health resources, service coverage is 
much lower for rural areas. For example, in urban areas only 15.9% of births are not attended by a Health 
ptofessional; however in rural areas such deliveries unattended by health professionals is as high as 56.4%. 


Adivasis and Dalits Bear the Brunt of Poot Health and Denial of Health Services 


Health indicators are worse for the adivasi population, and to some extent for the dalit population, 
compared to other caste groups. For example according to NFHS-2, the IMR in ST households was 74, and 
in SC households was 53, compared to 49 in other caste groups. The under-5 mortality rate for ST 
households was 92, compared to 66 for other caste groups. Similarly, anemia among ST children was found 


to be 83%, and among SC children is 81 % compared to 75% for other groups. Of course such high levels 
of anemia among children of all gtoups is a matter of concern. 


This is linked to poorer access to health care, especially for adivasi populations who may suffer from poorer 
outreach of health setvices. For example, ST children had only 62% complete immunisation compared to 
78% for the entite population as per NFHS-2. A high proportion of ie. 63% of births in ST households are 
not attended by health professionals, compared to 38% for other castes. 25% ST women and 11 % of SC 
women were found to have not received any antenatal care compared to 7% for other castes. 
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Less Developed Regions of the State also suffer from Less Adequate Health Services 


People living in 'less developed' regions of the state like Marathwada and Vidarbha also have worse access to 
health care than people living in developed regions like West Maharashtra. The health system, rather than 
acting as an equalizer, has again reproduced the larger social inequities. 


For example there is one hospital bed for 355 population in Mumbai, and one bed for 373 population in 
Pune district, which is comparatively adequate availability of beds. However there is more than four times 
lower availability of hospital beds in districts like Beed (1469 per bed), Bhandara (1458 per bed) and Dhule 
(1385 per bed). Similarly Osmanabad (1316 per bed) and Parbhani (1284 per bed) suffer from low 
availability of hospital beds. This includes both public and private hospital beds. 


Coming to even to public services, which are supposed to be evenly distributed, there is interestingly major 
variation in coverage by public health services across Maharashtra. While the average population covered by 
a Rural Hospital in Maharashtra is about 1.73 lakhs, in some districts the coverage is much poorer, with a 
much larger population having to depend on one RH like Dhule (4.2 lakhs per RH), Bhandara (3.2 lakhs per 
RH) and Solapur (2.9 lakhs per RH). There is similar variation between districts regarding the population 
per PHC, which ts surprising considering that standard norms exist for the entire state. 


C. Health Inequity in the State Has a Cross-Cutting Gender Dimension 


We have seen how less socially advantaged groups (poor households, rural population, ST and SC 
population and less developed regions of the state) have poorer health status and worse access to health 
services. Compounding this is the cross cutting gender dimension of health inequity, which leads to women 
suffering from worse health status and poorer access to health care. This inequity is a combination of two 
types of disparities. 


Firstly, for the same health related needs (e.g. nutrition, immunisation, general health care) females may 
receive less resources than males. An exceptionally shocking, inverted extension of this inequity is large-scale 
discrimination against female fetuses and infants, leading to a highly unfavourable sex ratio. Secondly, 
women have special health care needs related to both reproductive and non-reproductive factors, which may 
be neglected and may not receive adequate additional resources. 


All these gender inequities persist in Maharashtra, despite its having a higher level of female literacy, and a 
reputation for better status of women. Some major examples of both of these kinds of inequities are cited 


below. 


One well recognised inequity is the very adverse sex ratio in Maharashtra which has worsened over time. 
Maharashtra has a juvenile sex ratio of 913, which is significantly lower than the national average of 927, and 
is much worse than the ratio in less developed states like Bihar (942) and Orissa (53), not to speak of Tamil 
Nadu (942) or Kerala (960). Nearly one-fourth of districts in Maharashtra have a juvenile sex ratio less than 


900, and half of these districts are in Western Maharashtra. 


Similarly, nutritional anaemia among women is a serious cause of concern in Maharashtra. The latest NFHS- 
> 


3 data shows that 49% of women in 15-49 years age group were anaemic, practically unchanged from the 


level seven years ago (48.5%) as teflected in NFHS-2. This contrasts with only 16.2 men among 15-49 years 
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tritious food for women, and inadequate iron 


ing anaemic, reflecting both less availability of nu 3 
COT a cheat agentes : 30.5% women reported having taken Iton- 


supplementation compared to their greater biological need. Only 
Folic Acid tablets during their last pregnancy. 


Overall women ate more undernourished than men, with recent NHFS-3 data showing 32.6% women 
having low body mass index compared to 24.9% men. Here it is worth noting that undernutrition among 
women in Maharashtra is practically the same as the All-India average (33%), confirming that it is a rich 


state but populated by poorly nourished women. 


A final aspect of gender inequity that may be noted is the alarmingly high levels of spousal violence in 
Maharashtra. A high level of almost one-third (30.7%) women in the state reported having experienced 


spousal violence according to recent NFHS-3 information. 


D. Are These Inequities Growing? Do These Inequities Reinforce Each Other? 


It is important for us to know as to how these inequities are faring over time, especially in the recent one 
and half decades since the full fledged ‘globalisation-liberalisation-privatisation’ model has been adopted. 
Has this model resulted in greater health equity and fairer distribution of health care resources? We also 
need to look at how multiple axes of inequity, such as socio-economic class, caste / tribe, gender, 
urban/rural location intersect with each other and strengthen each other. 


While looking at the time trends of socio-economic inequities over the last two decades using the Gini 
coefficient as an indicator, we have seen that inequities have increased in both rural and urban areas of 


Maharashtra: 
Table 1 
Gini coefficient of consumption expenditure in Maharashtra 


Reet] 


It is also notable that /evels of poverty in Maharashtra have been stagnating in the recent years. To look at recent 
trends, we would need to take poverty estimates based on mixed recall period, since with this method we 
have comparable estimates for 1999-2000 and 2004-05. We find that in this period urban poverty in 
Maharashtra has slightly increased (from 26.8% to 29%) and poverty in rural areas has declined only 
marginally (from 23.7% to 22.2%). 


Hence , despite high growth rates and increasing affluence for certain sections, inequities seem to be 
increasing. This is further borne out by figures on trends in regional inequities in Maharashtra, looking at the 
share of various regions in contributing to NSDP. Between 1993-94 and 2004-05, the already high share of 
Konkan division (including Mumbai) increased from 40.7% to 42.3%, and that of Pune division increased 


A Report on Health Inequities in Maharashtra m 120 


Abhay Shukla 


from 19.5% to 20.8%. On the other hand the share of Marathwada division declined from 10.6% to 9.1%, 
and the already low share of Amravati division declined from 7.4% to 6.3%. 


We have some information to comment on the time trends concerning health inequities in the state, during 
recent years. While further detailed analysis using the primary data of large surveys needs to be carried out, 
there is disturbing evidence that regarding some key indicators, during the recent years, inequities have 
increased. 


Regarding immunisation coverage, we see that at the time of NFHS-! (1992-93), coverage in rural areas 
(66%) was slightly higher than in urban areas (62%). This pattern became reversed by the tme of NFHS-2 
(1998-99), with urban areas having slightly higher coverage (81%) than rural areas (77%). However a 
shocking deterioration is seen during the last seven years, so that by the time of the recent NFHS-3 (2005- 
06), overall immunisation coverage has declined by almost 20 percentage points (from 78°% to 59%). Besides this overall 
decline being a matter of serious concern, it is notable that if we break up this decline, we find it is much 
more in rural areas (from 77% to 50%) than urban areas (from 81 to 68%). Hence the rural-urban inequity in 
immunisation has markedly increased, with the urban-rural ratio increasing from 1.05 to 1.36! 


Concerning Infant mortality rate (IMR) we see an intriguing pattern. During the six years between NFHS-1 
(1992-93) and NFHS-2 (1998-99), IMR declined in rural areas (from 61 to 51) but did not decline at all in 
urban areas (remained at 33). However, during the recent seven years between NFHS-2 (1998-99) and 
NFHS-3 (2005-06), while IMR has declined in urban areas from 33 to 22, there is no decline at all in rural areas 
(remained at 51), leading to significant increase in rural-urban inequity. 


Further we can look at how proportion of untreated ailments has fared in the period between 1995-96 
(NSSO 52™ round) and 2004 (NSSO 60th round). Despite considerable expansion of medical care providers 
in this period, proportion of untreated ailments have increased in most groups and have slightly increased 
overall (from 9.3% to 10%) largely due to unaffordability of private services for the entire population. While 
this itself is a significant problem, untreated ailments have increased in this period by 62% among SC/ST 
groups compated to a decline of 5’% among other caste groups, reflecting major inequity in this regard. 


Similarly if we look at increase in inpatient expenditures between 1995-96 (NSSO 52™ round) and 2004 
(NSSO 60th round), we find sharp increases across the board for all groups, an issue of serious concern. Yet 
the increase in average expenditure for the poorest quintile was by 6.5 times (from Rs. 711 to Rs. 4668) 
compared to 1.4 times for the richest quintile (from Rs. 7287 to Rs. 10240). Similarly average expenditure 
for SC/ST groups /ripled in this period (from Rs. 1611 to Rs. 4827) while it roughly doubled for other caste 
groups (from Rs. 3741 to Rs. 8035). 


If we next look at the issue of inequities reinforcing each other, further analysis is required to make 
definitive statements. However it is obvious that there ts significant degree of overlap between various 
dimensions of social deprivation (class, caste, gender, rural-urban location and region in the state). Those 
groups which suffer from multiple forms of deprivation, have the resultant severe adverse health effects, 


while other groups having multiple forms of privilege, enjoy better health. 
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Table 2 


Outpatient Medical Expenditure b gender, social group and class (in rupees) 


In this example we can see that there are gradients across three major stratifiers - class, caste and gender. Yet 
the urban-rural gradient reinforces all the other gradients, and existence of two adverse factors (e.g. rural and ST, or 
rural and female) leads to a greater, combined effect and consequently predicts lower outpatient medical 
expenditure. | 


Similarly if we look at the intersection of class and caste, we find that the two overlap with and reinforce 
each other. This is evident from looking at data on average medical expenditure for inpatient treatment by 
both caste / tribe and socio-economic class as per MPCE percentile. Expenditures are lowest among low 
socio-economic ST group (Rs. 3826), which increase progtessivély among SC and OBC groups, and are 
highest among the other caste group. Similarly a gradient is generally seen across socio-economic strata 
among all castes, with the highest expenditures seen among the high socio-economic, other caste group (Rs. 
12355). 
Table 3 : 
Differentials in average medical expenditure on inpatient treatment, Maharashtra 2004 


Avetage medical expenditure (in Rs) 


Characteristic 


MPCE Percentile 
0-30 
30-70 
70-100 


4284 5013 5858 9901 7426 


Similarly we can see how gender inequity compounds other forms of inequity by looking at average 
expenditure during hospitalisation. Rural-urban location, caste/ tribe and socio-economic class — across 
each of these stratifiers the inequities are visible here. However, we further find that the women in nearly all 
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Sroups (with exception of the top expenditure quintile) have a /ower inpatient medical expenditure compared to the men 


in the same group. Thus gender appears as the fault line within the household, which cuts across the other fault 
lines between households. 


Table 4 
Average medical expenditure per episode of inpatient treatment 
by selected characteristics, Maharashtra, 2004 


Avg exp in any hospital 
Rs 


[Male | Female 


Characteristic 


Place of Residence 


|Female | Total _| 
EOE aa ES 
| 4269 | 4284 | 
| 4185 {5013 | 
| 5289 | 5858 | 


4269 
4185 
5289 


Hence disadvantage along more than one axes of inequity seems to have an additive or reinforcing effect. 
Given these broad trends, further work is required to analyse the convergence of health inequities, and to 
understand the clustering of various forms of social status in both kinds of communities — the most 
privileged (urban, upper or upper-middle class, ‘other’ i.e. higher caste) and the most underprivileged (rural, 
poor, dalit or adivasi). Simultaneous with this is the running thread of gender which stratifies all of these 
communities. This may point to the need to address the deeper socio-economic structures linking these 
dimensions of inequity with each other. An integrated approach would be required to address multiple 
dimensions of inequity, rather than looking at them in a segregated fashion. 
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2. Policy Recommendations 
If we regard health as a human right which should be enjoyed by everyone, and consider that sein seit 
care is a social good which should be available to all, then the major inequities that we have analysed wou 

be regarded as an unacceptable affront to human rights. This situation should prompt us to take ee 
large-scale, definitive action, to ensute much greater equity in health and a decent standard of health or all. 
Before going into specific recommendations, we could make a few generalizations based on the previous 


analyses: 


© Economic growth in Maharashtra has not translated into comparable economic betterment of all sections of society. 
Poverty levels remain higher than the national average and particularly the entire agrarian sector 1s 
facing a serious crisis, which will not disappear on its own. The myth propagated during the last one- 
and half decades that ‘globalisation is good for everyone’ needs to be questioned; the processes 
underlying rural-urban inequities need effective corrective public action. 

a 

© Higher average per capita income in Maharashtra has not translated into a strong public health system uith equitable 
access to health care and healthy conditions, for the population of the state. Economic growth alone will not 
necessarily lead to good health for all sections of society; nor can private medical enterprise and the 
market ensure access to health care for all. In fact the last nearly two decades tell us a dismal story of ‘market 
failure’ in health care. This failure needs to be squarely recognised and confronted. Purposive state 
intervention designed with clear equity considerations would be necessary to ensure equitable access to 
health care and health determinants across the state. 


© Higher literacy among women and a heritage of women's education in the state has not led to gender equity in health; the 
large scale gender inequities in various aspects of health and nutrition, which compare unfavourably 
even with other states, require focused public interventions and actions from household to social levels. 


Based on these general observations, the following policy recommendations may be proposed: 


A. Making Access to Health Care Equitable, Including Addressing the Gender Dimension 


Here we would proceed from the principle of "Care on the basis of need and not on the basis of social 
position or ability to pay". 


It would be recognised that only the public health system can address this challenge in a definitive way. 
Regarding public health resources, actions of at least four kinds are required: 
e Urgently ‘increasing the size of the bhakri' (substantial increase in public resources, regulating and 
harnessing private health care resources for public health) 
e Ensuring ‘equitable division of the bhakri' (equal resources for similar groups; addressing neglect of 
rural areas and backward regions by equitable allocations) 
e Making available ‘additional portions of bhakri for the most needy' (additional resources for groups 
with special health needs) 
® ‘Making the bhakti tasty’ (improving utilisation of public health resources by increasing acceptability, 
addressing felt needs and non-medical expectations, improved provider behaviour, active partnering 
with communities and people-based planning for health etc.) 
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Keeping this in mind, the following steps need to be taken: 


A. General recommendations concerning the health system: 


Large scale health inequities cannot be addressed without adequate public health resources (‘increasing 
the size of the bhakti’). Hence a high priority is to substantially increase public investment and 
expenditure in health, to achieve the CMP promise level of 3% of SDP. As part of NRHM we are now 
seeing an influx of resources from the Union government, which needs to be matched by raising more 
resources.for public health from within the state and effective utilisation of these resources where they 
are most required. This must be combined with effectively regulating and harnessing the large and 
unregulated private medical sector for public health needs and goals. This sector benefits from public 
subsidies, draws away the main portion of health humanpower often trained at public expense, yet 
presently caters only to those who can pay and has fractured and commercialized the entire health care 
sector, thereby weakening and distorting even the public health system (this issue is dealt with further 
below). 

Large-scale inequities in public health allocations need to be redressed, especially between rural and 
urban areas, and between various regions of the state - the Public health system must act as a ‘great 
equalizer’, not as a passive accomplice in increasing inequities. Over a period of time, block budgeting 
for health may be ensured (a standard basic allocation per lakh population), leading to equitable 
resource allocations for rural and urban areas, and all regions. 

As one of the key, early steps in implementing the National Rural Health Mission in the state, a task 
group on Health equity may be set up to carry out careful examination of existing inequities in public 
health allocations and health services in Maharashtra. This would include examination of inequities, 
unaddressed special needs and barriers in accessing quality health care for various sections of the 
population. This should particularly address class, rural-urban, gender, caste / tribe related, and regional 
health inequities in the state. This would need to be followed by preferential allocations of the 
additional NRHM funds with an equity perspective, and redesigning of programmes to ensure 
improved access and quality for underserved populations and regions of the state. 

Major strengthening of public health facility infrastructure, supplies and maintenance needs to be 
ensured. Ensuring fulfillment of NRHM service guarantees, including assured availability of all essential 
drugs in all public health facilities is essential. Priority would need to be given to upgrading rural 
medical care at PHC, rural hospital and sub-divisional hospiial levels to reduce inequities in 
distribution. 

Combined with the above-mentioned measures, there must be regular participatory monitoring of 
reduction of Health inequities, involving legislators, Panchayat representatives, civil society 
otganisations including organisations based among women, dalits and adivasis, along with the Public 
health department. One of the parameters of community based monitoring under NRHM should be to 
look at health inequities within communities, at district level and across the state. 

There is a need to make adequate allocations and programmatic provisions for sections with special 
health needs, within the comprehensive health care framework. This would include greater attention 
and effective investment to upgrade public health services in adivasi areas of Maharashtra, given the 
significant socio-economic, cultural and geographical barriers they face in accessing health care. 
Similarly, special measures need to be taken to ensure equitable access by the dalit population 
(including addressing issues of discrimination) to correct the existing inequities. 
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f persons with mental health problems, persons living with HIV- 
abled persons would need to be met through sets of measures 
f groups of these beneficiaries, sensitively delivered 


e The outstanding special health needs o 
AIDS, elderly persons and differently bled | 
worked out and implemented with participation 0 


by the general health system. | eee 
e One major group which suffers from Health inequity is children. They suffer from a combination of 


inadequately addressed special health needs and a weak voice in the socio-political sphere. The effects 
of reduced food security, inadequate welfare programmes and dysfunctional public health services are 
manifested the earliest, and in the sharpest form, in the poor health and nutrition of children. The 
'unreached' children must be reached - both the under-three children requiring special semi-solid foods, 
and the children in remote hamlets and households who are unable to reach the Anganwadi. The 
present trend of minimising the importance of Grade I and II malnutrition within ICDS needs to be 
changed, and adequate attention needs to be given to both moderately and severely malnourished 
children — with the aim that no child should suffer from malnutrition. There is need to ensure full 
regularity, quality and culturally appropriate variety in supplementary feeding and participatory 
monitoring of anganwadis by groups of parents and self-help groups at the village level. Supplementary 
meals cannot be a complete solution, and must be accompanied by context-relevant education of 
parents regarding improved child feeding along with food security and livelihood security to enable 
them to provide adequate food for the whole family (also discussed below). Combined with this, child 
health services need to be strengthened at all levels, ranging from full coverage with routine 
immunisation and first contact care for childhood illnesses at the village level, to availability of basic 
child health services in all PHCs and relevant specialized pediatric care services in all CHCs. 

e Although this report has emphasised better access to health care in urban areas compared to rural 
areas, the inequities within urban areas need to be recognised and the barriers faced by the urban poor 
in accessing health care also need to be urgently addressed. Most cities and towns of Maharashtra lack 
primary health care systems to cover authorised and ‘unauthorized’ slum populations. The urban poor 
may have geographic access but lack financial access to private medical facilities, which are usually 
unaffordable for them. Keeping this in mind, operationalising an integrated system of primary and 
secondary public health care services for urban areas, which interlinks with improved and accountable 
tertiary facilities, is an important priority. It must be ensured that residents of ‘unauthorized’ slums, 
pavement dwellers, migrant groups, street children and similar groups lacking officially approved 
residence are definitely entitled to the full range of health related facilities and services without barriers 
of user charges or official procedures. 

e Unorganised sector workers, estimated to constitute over 90% of the workers in the state, today do not 
have assured healthcare coverage. At the same time the Employees State Insurance (ESI) system for 
organised sector workers is quite dysfunctional and there is large-scale stagnation and underutilization 
of ESI hospitals. In this situation there is a need to cover all unorganised sector workers by a social 
security scheme, which includes Health care coverage. The Health care component could incorporate a 
reorganized and rejuvenated ESI combined with Public Health care facilities and some regulated 
private services where necessary. This could bring unorganised sector employers (including principal 
employers) to contribute to their workers health, and could lead to reorganisation and effective 
utilisation of ESI, while ensuring adequate health care coverage for all workers and their families. 


¢ We need to recognise that BPL-style targeting has not been effective in ensuring access to Health 
care either for the very poor, or the lower and lower-middle income groups; hence such targeting 
reeds to be abandoned (the massive divergence between the numbers for BPL population and 
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proportion of households who are actually resource-poor, with inadequate food intake has already been 
noted above). Abandoning of BPL targeting should be accompanied by abolishing user fees, which 
form a barrier to access for lower and lower-middlie income groups and have anyway not resulted in 
availability of substantial additional resources. In a situation where a large proportion of the population 
suffers from barriers in accessing health care (as noted above over two-thirds of the population suffers 
from food insecurity according to recent data) instead of targeting a sub-section of the poor, it makes 
sense to provide universally accessible services and then to ‘target’ the rich and better off sections to 
generate adequate resources. This may be done by taxing industry and wealthy sections of the 
population, or introducing social insurance for some kind of cross-subsidisation. 

Further it needs to be recognised that focus on narrow vertical programmes is not the solution to 
addressing inequities. Large scale, systemic inequities cannot be addressed by limited targeted 
interventions, but rather require effective universal systems, which are sensitive to the needs of the 
most deprived. Narrowly focused vertical programmes (e.g. a separate programme for neonatal 
mortality reduction) may not be very sustainable or generalisable in the context of a weak Public health 
system. We have already seen how the highly vertical Pulse polio programme has had a very serious 
adverse impact on routine immunization, especially in rural areas. Such myopic programmes need basic 
re-examination and may be discarded in favour of a more comprehensive approach; all programmes 
must be developed only on the base of a strong public health system. This also involves moving 
beyond the 'IMR-MMR fixation’; these rates should only be regarded as indicators which must reflect a 
larger spectrum of health improvements; their reduction should be sought as a welcome outcome of 
overall health system strengthening and outreach, rather than their monopolizing the entire health 
agenda. An indicator should not become a substitute for the goal. 

A top priority issue is comprehensive legal regulation of quality of care and costs in the private 
health sector, linked with building accountability of the private health sector to citizens and civil 
society. A key first step in this regard would be the enactment of updated BNHRA tules, including 
provisions to protect patients’ rights. We further need to move towards minimising irrational and 
unnecessary care and interventions through ensuring adherence to standard treatment protocols. From 
equity considerations there is requirement for a system of ‘certificate of need' for all new private 
hospitals and nursing homes - these should be preferentially allowed in underserved areas and not 
licensed in over-served areas. Moves are already underway by the High Court to ensure the fulfillment 
of social obligation of Trust hospitals and all health care institutions, which have availed of public 
subsidies. This could be done more effectively by handing over allocation of their beds for poor 
patients to an independent public agency. | 

A related important action area is how to harness the large and presently unaccountable private medical 
sector for public health needs and goals. We need to recognise that presently ovet 80% of hospitals and 
50% of hospital beds in the state are in the private sector. The gross inequities in access to Health care 
cannot be tackled without ensuring more equitable access to these large scale resources. However this 
would require an approach that is qualitatively different from the present dominant trend regarding 
‘Public Private Partnerships’. There is a need to bring in resources to strengthen public facilities, and to extend 
control by the public health system rather than outsourcing responsibilities and reducing control by the public health 
system. Ongoing moves to hand ovet public hospitals to private agencies, particularly given the pee 
of regulatory and accountability mechanisms, are deeply problematic and need to be reversed. On 1 
other hand, in areas where public health services are lacking in specialists, there may be contracting in 
of private professionals, to strengthen people’s access to publicly funded health services. Similarly the 
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for poor patients in Trust hospitals (which amount to a large number of 
llocated to patients and monitored by a public agency with civil society 
involvement. Further specific public health obligations (reporting of notifiable diseases and 
contribution to surveillance, assistance in control. of TB and Malaria, action during epidemics) could be 
made mandatory by private health care providers. Of course all these and similar steps must be 
accompanied by legal and operational regulation of the private medical sector as mentioned above. 
Such steps could lead towards integration of regulated private providers under the framework of a 
publicly financed, universal healthcare access system. 


beds supposed to be reserved 
beds across the state) could be a 


B. Recommendations concerning gender equity in Health: 
To counter the ill effects of socially and economically rooted gender bias, efforts will have to be made at 
three levels- 

1. Awareness Building, Engendering Medical Research, Engendering Medical Education - To publicise 
and reduce the ill effects of gender on women’s health. To conduct research to find as yet unknown effects 
of gender on women’s health. 

2. Public Policy - To recognise these effects and set up policies and programmes to counteract them 

3. Health Programmes - To set up or qualitatively strengthen programmes to deal with the health 


consequences. 


These efforts would need to cover the following dimensions: 
1. Engendering Management Information Systems, Research and Education 


The first and foremost difficulty in researching gender related health inequities is the paucity of 
systematic, gender disaggregated data made publicly available. It is important to periodically collect 
and make publicly available, compiled information on causes of death across age groups, infant, 
child and adult mortality rates, rates of significant diseases including cancers and other significant 
information for policy making. A gender policy for all medical and health research must be 
implemented wherein gender will be considered right at the design stage and gender disaggregated 
data for the research will be available. Funds should be allocated for neglected areas affecting 
women such as health consequences of sterilisation operations for women, prevalence of violence 
against women, health consequences of violence, facilities available to respond and health seeking 
behaviour of violated women. 


The concept of gender, health consequences of gender in the context of social determinants of 
health and gender differences within and across other social stratifiers of class, caste and ethnicity to 
be included in medical education. 


2. Enhancing Access to Health determining Factors 


a. Special policies and programmes to retain girls in school at least till secondary school 
completion, with a special emphasis on SC, ST and Muslim population. Measures would 
include opening schools where none exist, financial assistance and ensuring the safety and 
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security of adolescent girls to attend schools. Special programmes for adolescents and adults 
should include health literacy. 

b. Concept of gender and its implications for women’s health should become a part of the 
school curriculum right from primary education progressively at all levels. 

c. Making kerosene and LPG available to rural poor women at a subsidised rate and schemes 
to phase out use of solid fuels in kitchens. 

d. Toilet facilities and sanitation to be made universally available in all villages and urban slums. 

e. Strict implementation of the ‘Child Marriage Prohibition Act, 2005’ 


3. Reduction in Girl Child Morbidities and Mortality 


a. Strict implementation of the PNDT Act and other measures to stop sex selection. 

b. Regular public audit of reporting of stillbirths and infant mortality figures and appropriate action 
to be taken for 100% recording and if found that deaths of girl children are disproportionately 
high. 

c. Regular survey and public audit of undernutrition and anaemia among children and women at 
district levels, and city level for urban slums and immediate action to be taken. 

d. Regular public audit of functioning of anganwadis, mid-day meal programmes and availability of 
Iron and Folic acid at all Sub-centers, Primary Health Centers and Urban dispensaries. Action 
taken immediately and report to be made public through media. 


4. Improvement in Adolescent Health 


e Adolescents are at risk of anaemia, undernutrition, teenage sexuality risks in the absence of adequate 
information, early marriage, early pregnancy and childbearing. Special programmes to continue their 
schooling, vocational and life skills training, self-development, health and body literacy and prevention of 
undernutrition and anaemia should be implemented. 


5. Improvement in Health of Adult Women 


e The Public Health System should take up periodic drives-to. diagnose and treat anaemia and 
undernutrition among women at the community level. Clinical and if required laboratory diagnosis of 
anaemia among all women visiting public health facilities should be made standard practice. Tron and Folic 
acid tablets and nutrition education must be provided free of cost to all women diagnosed with anaemia 
and/ or undernutrition. A special emphasis should be for rural, ST and SC women to be able to access these 


services. 
e ‘Iron and Folic Acid stock to be maintained and publicly displayed by every public health facility. 


e Health programmes to screen women for health problems specially affecting women such as 


reproductive health problems, cervical, breast and oral cancers, osteoporosis, vaginal/ uterine prolapse, 
menopause related problems should be run free of cost on a regular basis at all public health facilities. 


e Health programmes should also broade 
hazards and screen women for effects of indoot } 
arthritis due to drudgery of work, vaginal and uterine prolapse 


n the scope of occupational and environmental health 
pollution on respiratory system and eyes, aches, pains and 
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nd crime against women should be on the political agenda. 
ble violence faced by them and treated for health 


violence need to be set up first in every district and 
helters, legal aid etc should be 


e Reducing violence a 


© Women need to be regularly screened for possi 
consequences. Support centers to help women deal with . 
then at all sub-district and rural hospitals. Other support services such as s 
linked to these centres. 

© Sterilisations done in camp settings should be abolished altogether. Contraceptive services, safe 
abortions, male and female sterilisations, maternal health services, general, reproductive and mental health 
services should be available on demand in accordance to laws of the land. 


e Since women face special barriers to access health care, health care professionals must utilize the 
opportunities of Ante Natal Care and when women visit health facilities to screen them for commonly 


identified health problems and to educate them. 


B. Making Access to Key Health Determinants Equitable; Questioning and Re-Structuring the 
Model of Development 


The role of key health determinants such as food security and nutrition, water supply and sanitation, and 
healthy environmental conditions in promoting health equity cannot be under estimated. While it has not 
been possible to deal with various determinants in detail in this report, a few key issues can be touched 


upon: 


e The poor nutritional status of large sections of the population in Maharashtra is manifesting in the 
form of high levels of child malnutrition and raised IMR and under-5 mortality rates, large scale 
undernutrition among women, very high levels of anaemia among children and women, and resultant 
morbidity and mortality. These need to be traced to large scale food insecurity and poverty, which have 
not responded to existing rather narrowly targeted interventions, since around 70% of the population 
in Maharashtra has inadequate calorific intake. The issue of agrarian poverty is separately dealt with 
below. Concerning food security and nutrition, there is a need to move beyond rather defective and 
restrictive income-based targeting of PDS. Entire social sections such as women headed households, all 
rural adivasi and dalit households not having organised sector employment, landless labourers and 
marginal farmers with less than an acre of land, manual workers in the unorganized sector, pavement 
dwellers and those living in temporary shelters, etc. should be treated as entire categories which are 
food insecure (without need for any separate poverty assessment) and requiring subsidized foodgrains. 
Significantly broadening the coverage of PDS to include such entire sections of the population would 
break the impasse cteated by Targeted PDS, and would also make ration shops much more functional 
with a broader base of buyers. The idea should be to move towards near-universal coverage for supply 
of subsidized foodgrains in a state where around 70% of families are food-insecure. The upper-middle 
class and the rich may self-select out of such a neat-universal system, rather than the present highly 
selective situation where even a large proportion of the food-insecure poor are getting pushed out from 
the system. Further, food security cannot be separated from the issue of employment and migration in 
rural areas, and would require an integrated strategy. Combined with this is the need to end the gross 
under-reporting of malnutrition by ICDS, and to make it reach the children requiring its services the 
most. Given the major under-reporting of severe malnutrition by ICDS (10 to 20 fold in adivasi areas 
compared to independent national surveys like NFHS and NIN) there is a need to have an independent 
system, involving rural women's groups, to monitor levels of malnutrition in Anganwadis and to ensure 
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that all malnourished children are identified and are given adequate supplementation. This needs to be 
combined with much more effective inter-sectoral coordination between the Health, Women and Child 
Development and Food and Civil Supplies departments, to ensure integrated action against 
malnutrition and its health consequences. 


Concerning water supply, although there have been significant improvements in recent years, still 
24% of rural households lack regular access to safe drinking water. Here it is worrisome that only 
5% of households in the poorest quintile have such access - highlighting the continued inequities 
and vulnerability of the poor. Here emerging trends of semi-privatisation of water supply, including 
certain rural drinking water schemes, which require the village community to pay contributions, need 
careful scrutiny from an equity perspective. Would the poorest households be able to share in such 
contributions? If the well-off households make their own arrangements (e.g. private borings) who 


_ will look after the poor? The caste factor limiting access to certain sources of water also needs to be 


kept in mind while tackling these issues. 


Finally, we need to look at the larger developmental scenario, large scale socio-economic inequities and the 
agrarian crisis which have been noted in this report. The following measures would need to be considered: 


The agrarian crisis needs to be squarely recognised and this sector needs urgent steps for 
revitalisation. The impact of integration with the global market, in terms of fluctuation of purchase 
prices of key agricultural commodities like cotton needs close examination leading to revised policy. 
Need for institutional credit for farmers is still an issue, given the continued adverse influence of 
moneylenders. Substantial public investment in agriculture and rural employment appear necessary. 
Agricultural policies and Health policies must be developed in an integrated manner: Growing 
agrarian crises and weak rural credit policies being pursued in Maharashtra are manifesting in 
farmers’ suicides on the one hand, and growing untreated mental health problems on the other. It 1s 
important that agriculture and health policies have to be congruent on issues of people's health and 
well-being. : 

Another key aspect of farmer suicides concerning the health system is the frequent inability of the 
farmer to meet the health care expenditure of family members from his normal sources of income. 
This catastrophic expenditure often proves to be the last straw in an already critical domestic 
economy. This situation calls for major strengthening of public-provisioning and guaranteed health 
services in rural areas. 

For suicide mitigation, as another measure, availability of toxic pesticides needs to be phased out, 
with preference to organic pest control methods. This is of course not a substitute for the larger 
steps that need to be taken to address the agrarian risk per se. From the public health angle, 
availability of treatment for poisoning at PHC and CHC levels in rural areas (a curative aspect) and 
mental health promotion (a preventive aspect) also need to be looked into. | i 
The growth of tertiary and capital intensive manufacturing in recent years 1s largely providing 
employment for skilled workers. This means that unskilled and semi-skilled workers do not have 
much option; industrial growth must be planned with balanced and dispersed growth of 
employment in mind. = a 
Large scale land acquisition, usually without the definitive consent of village communities and 
without adequate provisions for long term alternative livelihood options is an additional serious 


challenge emerging across Maharashtra. In parallel with the critique and opposition to SEZs and 
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similar industrial enclaves, which is rapidly growing at the grassroots level, critical analysis and basic 


reconsideration of such measures is required at the policy level. é 
# Further, equity 1s a cross cutting value and principle which should not be limited to the health sector 


alone. It is well documented that societies with greater socio-economic equity have more solidarity 
and much better health outcomes, compared to societies which have comparable average incomes 
but higher levels of economic inequity. In the context of drought-prone areas of Maharashtra, 
adopting equity in agricultural water distribution is a social measure which can ensure increased 
productivity and livelihood security among households with none or smaller landholdings, while 


promoting overall equity and solidarity in village communities. 


To conclude, the deciding point for choosing a developmental model should not be focussed on growth 
rates but on universal fulfillment of human needs. Given the enthusiasm of the neo-liberal model to 
privatize social services, it must be re-emphasised that private enterprise on its own never regulates itself, 
nor does it necessarily lead to equitable socio-economic improvement; state action is essential to ensure 
balanced growth and redistribution. It may be kept in mind that without human development, even 
sustained economic development becomes impossible. Keeping the large scale health inequities that have 
resulted from the neo-liberal, globalised path of development and the crisis of the health system in 
Maharashtra, now there is a need for the great mass of people to re-claim and re-shape state institutions. 
Building on the best traditions of Maharashtra, we must adopt a more equitable and humane socio- 
economic model and chart out a different future, which includes everyone. We need to re-invent public 
action while placing the health and well-being of ordinary people at the centre. 
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SATHI 


(Support for Advocacy and Training to Health Initiatives) 


SATHI is the action-centre of Anusandhan Trust evolved from CEHAT. ? sag 

SATHI team originated in 1998 as part of CEHAT. From 1st April 2005, SATHI has developed into an 
independent action-centre of Anusandhan Trust with headquarters in Pune. The core principles of SATHI’s 
functioning are social relevance, democratic mode of functioning, ethical conduct and social accountability. 


Our Goal, Strategy 
SATHI’s goal is Health for All. This means to work towards a society 


= Which has realized its right to health and health care, 

= Which has adopted a developmental path which fosters health of both the people and their environment 

= Where people, instead of becoming appendages of the health care system are its prime movers and have 
universal access to appropriate health care as a human right. 

To achieve this goal SATHI’s strategy is to work as a team of pro-people health professionals to contribute 

to the movement and initiatives towards ‘Health For All. 


Our Activities: 
To achieve this goal, SATHI undertakes following types of activities with a rights based perspective - 
* Collaboration with Peoples’ Organizations and like minded NGOs for 
© organizing Village Health Worker based Primary Health Care Programmes in remote areas 
© local advocacy to improve the functioning of Public Health Services in these areas, including 
increased sensitivity to the needs of the marginalized, labouring population 
"Mainstreaming the training methodology and training material developed duting this work in 
remote areas of training of especially less educated Community Health Workers ; 
= Collaboration with Peoples’ Organizations and like minded NGOs for promoting Health Rights of 
the people, especially in rural areas 
"As part of Jan Swasthya Abhiyan - JSA - (the national collaborative health advocacy platform) 
advocacy on policy issues at national level. For example, 
e Engagement with - NRHM - the National Rural Health Mission including participation in the 
Community Based Monitoring under NRHM. 
e Public Hearings, in collaboration with the NHRC about denial of health services in the Public 
Health Facilities and advocacy for improvements in this scenario 
= As part of Jan Aaroghya Abhiyan - JAA - (the state level collaborative health advocacy platform in 
Maharashtra) advocacy on policy issues at state level for accountability and sensitivity of Public and 
Private health care in urban and rural areas 
= Orientation workshops on health rights for activists of like minded organisations. 
" Conducting various surveys — 
e Baseline and end-project surveys in our four field areas to assess the impact of our VHW-based 
First Contact Care work. 
e Playing a leading role in several surveys in collaboration with other organizations to assess the 
availability of Primary Health Care Services at the village level; 
s ‘Health Equity and Rights Watch’ project to document the statewide inequities in provisioning of 
health services and people’s access to these services in Maharashtra. 
__ "Preparation of relevant training material and awareness material on some important health 
issues like women’s reproductive health, exploitation of pharma industry, ill effects of alcoholism ete. 
"Preparation of 


e Standard Treatment Guidelines (STGs) for Medical Officers for diagnosis and treatment at 
PHCs and Rural Hospitals and 


e Training manual for paramedical staff for rational use of drugs. 
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Health Inequities in Maharashtra 


This report on 'Health inequities in Maharashtra’ is the first in a soe a ee 
being done by Maharashtra Health Equity and Rights Watch, an activity o a _ 
collaboration with CEHAT and TISS. Given the widening socio-economic mequitics in 
the current phase of neo-liberal globalisation, the situation regarding inequities in health 
status and access to health care has become a matter of concern. This report consists of 
papers which analyse the variety of existing data from an equity lens, to explore various 
dimensions of health inequity in the state. 

The first chapter analyses socioeconomic inequities in the state of Maharashtra 
looking at regions as well as sub-groups of the population, using indicators of income, 
poverty and educational attainment among others. It is observed that the high per capita 
income in the state has not 'trickled down’ to the poor, resulting in levels of poverty that 
are even higher than the national average. It also briefly traces the declining share of 
agricultural sector in the state's economy and looks at increasing incidence of farmers' 
suicides from a socio-economic as well as public health perspective. 

The second chapter delineates inequities in access to health care. It gives the rank 
of Maharashtra across all states and union territories for access to selected healthcare 
services, along with selected health and nutrition outcomes. It analyses the inequities in 
health infrastructure, utilization of health care services and expenditure on health care in 
Maharashtra. The third chapter on inequities in health status gives information about 
inequities in morbidity, infant mortality, child mortality and life expectancy across various 
stratifiers such as caste, class, gender and geographical distribution. From both these 
chapters it emerges that despite public commitments to ensure health services for all, 
there are major inequities of health status and access to health care in the state. 

Considering the uniqueness of gender as a cross-cutting stratifier, the fourth chapter 
studies gender and health and healthcare access inequities. It attempts to underscore 
horizontal and vertical inequities faced by women. Besides these two types of inequities 
faced by women, the chapter discusses the third unique inequity that women face - the 
additional health risks faced by them, such as gender violence of different kinds in society. 

The final chapter of the report summarises the key findings emerging from the 
ptevious chapters. Time trends regarding inequities and convergence of inequities are 
also explored. In addition, policy recommendations have been made, pointing a direction 
to move towards more equitable healthcare delivery and health outcomes in Maharashtra. 

This report, which attempts to develop the newly emerging field of Health equity in 
India, would be found useful by Health researchers, Public health professionals, Social 
science researchers, and activists concerned with health and social sector issues. 
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